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ABSTRACT 

Five agencies of the Public Health Service (PHS) 
joined with PHS Hispanic employees and other Hispanic health 
specialists to commemorate Hispanic Heritage Week by critically 
examining health issues of particular relevance to Hispanics. The 
first day the forum sought to define, from an Hispanic perspective, 
issues relating to health statistics, health manpower, health 
planning, utilization of health care, and health research. Following 
introductory statements and a keynote address, participants selected 
attendance at five workshops, where intensive deliberations took 
place. The workshops examined adequacy of the health care system in 
meeting needs of the Hispanic population, obstacles to development of 
Hispanic manpower in the health field, barriers to access and 
utilization of health services by Hispanics, Hispanic cultural 
factors in substance abuse and mental health, and some of the 
problems that must be solved for a more fruitful interaction between 
the Hispanic community and the National Institutes of Health. The 
second day was devoted to an overview of Hispanic culture, past and 
present. The forum closed with a panel discussion among four 
Hispanics from different geographical regions and orientations, 
pointing out differences and commonalities. Recommendations cover the 
five issue areas plus community and migrant health centers. Keynote 
addresses for each workshop arc; included, as well as a supporting 
bibliography of 345 references. (BRR) 
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IMTROUUCTICN 



The 1st Annual Porum 0!i the Status of Hispanic Health took place in Rockville, 
Maryland, and represents the continuing efforts of the Hispanic Enployee 
^nSaaSrof the Public Health Service, Department of Health and Human 
sSviJ^s"to address the critical health issues affecting the various Hispanic 
pqpulations in the TT.S. 

As the niinbers of Hispanics in this country continue to grow, primarily dueto 
^e in-migration pronged by the severe sociopolitical and ^^^f^^?^'" 

tions presently being experienced in the various countries of origin, their 

vulnerability increase^:. It seems so ironic that, like many other ethnic groups 
in the oast, the majority of Hispanics migrate to this country seeking an oppor- 
Imity for Llf-sufficieJcy and self-reliance, yet their dependency on others 
for survival continues. 

Among many factors, lack of resources, discrimination, linguistic and cultural 
differences, low educational attainment levels, and adjustment to complex and 
technological urban life contribute to the dependency, not only of recent immi- 
qrants but of those whose ancestors have been in this country for centuries. 
But mDst ijnportantly, in many overt and covert ways, these conditions are 
p^rp^uat^ the majority of Federal, State, and local health policymakers, 
bureaucratic institutions, and processes. 

Adequate health care is a political issue, greatly ^^Pe'^^^U^.;;?^^,^^^"^^!^^^^ 
of differing and oongeting interest groups. Those groups which have access, 
Sredibilii^ acceptatoilitj, and visibility-in other words, power--successfully 
^te for the health care resources and have a greater chance of getting their 
prc«rams financed and institutionalized. However, Hispanics have not as yet 
SsSmed those power behaviors that wDuld allow us to o°«««te successfully in the 
health care arena. Much to our dismay, as some gains are "fSe, the systems of 
support^ich can enable the establishment of appropriate healUi care 
?i^proS?^ for Hispanics are being radically reduced and/or totally elimi- 
na^XlSSTa predicament should be of great concern to health policymakers, 
planners, providers, educators, and researchers, for this ^^^uation demands that 
^rTseriices be provided with less resources. Future decisions wxll have to be 
S,luided by clearly articilated policies which are based on a sincere and 

c^cern for vulnerable populations, rather than by decisions ne^ot f ^ J'^ 
the marketplace, among people who have the wherewithal to coiipete equally with 
one another. 

The topics discussed at this Annual Poruri are not new, nor have they been 
resolved, and in all probability they will be with us for many years to corrve. A 
tremendous source of encouragement for their resolution lies in the sense of 
hope! a typical characteristic of Hispanics, that has allowed us to survive 
t^:K,h Sies of colonization and exploitation, ^aitional ^ope is provided 
by the commitment and work of the few Hispanics associated with the health care 
and promotion enterprise, a commitment v*iich is often expressed f "ever- 
endiS sense of responsiblity to continue to bring these jJ^J^^^PPj^ 
other poor populations as well, before Federal policymakers and administrators, 
as^ll^I before the public in general. This publication, therefore, is most 
meaningful in this context. 

Mart a Sotomayor, Ph.D. 
Editor 

January 1983 Hispanic Employee Organization 



PREFACE 

Roy G. Martinez 

' Division of Equal Opportunity 
National Institutes of Health 
Public Health Service 



National Hispanic Heritage Vteek «as first held during t^^l',\^'^^^J^ 
to «hat has become an early tall tradition, following Presid.mt Jiimy Cartel s 

proclamation: 

"I call upon all Americans to take this occasion to reflect oj the ^^l^^" 
enc^ of IJSpanic culture in our land, and to consider how eadi of as can be 
nore responsive to the concerns of Hispanics. 

"AS we observe National Hispanic Heritage Week wi'^h appropriate ceremonies 
TctivftSl 1 call upon'lll Federal, State, and ccn.nunity gf^cies^all 
business and professional leaders, educators, the clergy, and the communi 
S^fiSns n^ia to join with me in launching new Hispanic initiatives ti^at 
wUl Sssure the full participation of Hispanic Americans in every sector of 
^iicS uf?^ at eve^levefof le^ership and ^--J^f ^^^f ^^^^^3 
and civil rights of Hispanics, other minorities and, indeed, all citizens 
of our country are fully protected under the law. 

Under the overall theme "Hispanic Mosaic," five agencies of ^^e U.S. P^lic 
12alth service (PHS) joined with PHS "i^J^^^f 5^.^^^^^^^^^ 

rt^^iS^pit^e^^a^^ r^;taS'foM2T?^' 
SS^-ceTi^-™tion (HRA); the Alcohol ^.^^^^L 
Health Administration (ADAMHA); the National Institutes of Health (NIH), and the 
Health Services Administration (HSA). 

The activity was organized by a oommittee on Hispanic l^^lth, ^^^^^^^f ' ^^J^?^ 
Tthat tii by P^ro Morales, a«a the Hispanic Heritage ^^^^"^^^^S'urk 
oresided by Henrietta Villaescusa, under the auspices of the PffiSocial/Culturai 
sL:^ittee from the PHS Office of Equal Employment Opportunity. 

Settir^ the tone for the 2-day event, Pedro Morales opened the ceremonies with 
the following words: 

"Our theme for this occasion addresses the Hispanic Mosaic. O^^^^ ^of^, used 
throughout this activity, is symbolic of the mosaic of characteristics, 
nationalities, and races which comprise the Hispanic population m the 
SnJteS siatel: V*.enever the v^rds "Hispanic" <^ "^I'^f^'j^'^l^^^^^ 
should not form in your minds any particular racial and/or color stereo- 
type, for Hispanics are Caucasian, brown, and black. 

"Our Deople are found from Spain to Central, North and South America, and 
th^ cSbtea^ SomTof us are bilingual, some of us are monolingual, in 
^anSh^E^lisS Hispanic An«riclns a)nstitute ^ ^f^erogeneous g£xala- 
tion. individuals of Mexican, Cuban, Puerto Rican, South andCen^al 
Ai^^icaiTorigin have varying degrees of sociocultural and demog aphic 
SSracSrS. The United States is the fifth largest Spanish-speaking 
country in the world. 
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"Oi:r loqo, the "N," symbolizes the oorm»na.Uties cfnorw the different arouoe 
l^l^^'tt ^? united States, it is sy,«hoJ.ic o?o^^^T^Tsh^ 
J7 ^^^uage, religion, art, music, and those cultural, sociolog- 
ical, and psychologiLcal aspects of our S^ish origin. 'jVje logo will con- 
tinue to serve as an identifier for us,lhe Hispanics who serve the Lh??n 
through our effor^.s in t^ie Public Health Servic^ ^^^'^ 

f^i.^L^^*^^*' !'^"^,®'"*^.'*'^ inception, the PUS celebration of Hispanic Heritaqe 
l^lf^,^ '^•^''^^^ examination of health issues that ar^ particuJ^rly releva^ 
to the Hispanic population of the United States. SpecificSly Se 2?^^ fo?C^ 
sought to define Issues, frcrn a Hispanic perspectiv^ relatin^'to L loL^S^^ 

o Health statistics 

o Health manpower 

o Health planning 

o Utilization of health care 

o Health researdi 

I^l^S^r ^^^^ °^ examining these health issues in the light of each 

I^eJ'^nffSfJ^ forun was devoted to an in-<lepth examination of the five 
areas mentioned above. Fbllowing the introductory statements and a keynote 
fJ^nL'L'''"^ the general fr«T«v«rk for the forS., part icipan^Ts^lecS^ for 
attendance among five workshops, where intensive deliberations took place. 

s^p)?^^^^ participant heard at least one presentation b/ an expert on the 

r^rder ^ ^''^^ ^ "^"^^^^ ^"^^^^^ moderatorand 
recorder, as well as a PHS resource person knowledgeable of that subject area. 

Ihe workshops examined, among other issues, the adequacy of the health care svs- 
o^n^ rS"^ °' "^^P^^^ population? the obsta^les tTt^elevel- 

CH!?L?fnn'^f [IIM??'^^*^? ^" ^^^^^^ barriers to access Ld 

te^lvL ^^i^f'^^iT-^ Hispanics, and some of the problems th^must 

M^r ^eJSL^f^nf J^^'^'^"^ ^ ^th the audience on each 

Sfflvf^SS THl^^ncier^ ''^'^'^ specifically to 

The second day uas devoted to an overview of Hispanic culture mah anrt n.^==„^ 
' ^i^^,^'^^^^' renting another diS^sion of m.tlJTc 

SScf fi^ ^ff^'^ 1? ^^'^ ^ discussion between four 

Hispanics from different geographical regions and orientations, with the ouroose 

differences and oonnonaUties. Each individual tocus^oT 
special eleitents that itiake up the character of his or her respectiS^lrom As 

^'"^^ ^"'^"^ °^ "^'"^^ ^P^^ «hi=h, Uke tte^li 
pieces that make up a masaic, give life to the larger oicture knnun 
"Hispanic Mosaic"-the Hispanic population-^f sSt^f" 
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OPENING REMARKS 

by Ruth Sanchez-Dirks, Ph.D. 

Associate Deputy Director for 

Equal Employment C^portunity 
Public Health Service 



The Hispanic Mosaic consists of over 14 million persons of Spanish ancestry v*io 
live in the United States. Some of us have lived in what is nw the 
United States longer than anyone else, with the exception of the American 
Indian, while some of us are recent arrivals from Cuba, Puerto Rico, Mexico, and 
Central and South America.^ 

Wte are young—vounger than the U.S. population as a v*iole. Our nianbers are 
rapidly increasing. About 6 percent of our families have six or more children. 
By the mid-1 980 's, the number of Hispanic Americans will be larger than the 
projected figures for any other minority group. 

Vfe are poor. About 20 percent of all our families are living below the Poverty 
level, oonpared to 11 percent for the total population. Many of us have not had 
the o^jportunity of schooling. One out of every five of our adults, 25 years and 
older, has completed less than five years of school.'^ 

\9s live in every State of the Union, but well over 60 percent of our population 
live in California, Texas, and New York. Other states with large populations of 
Ilispanics are New Jersey, Illinois, and Florida.! 

Vfe are more urban than the population as a whole, with nearly 88 percent of us 
living in urban areas. Yet the U.S. depends on us to a large extent to pick her 
crops. 

Eighty percent of us claim Spanish as our mo ^r tongue, yet only 10 percent are 
monolingual in Spanish. Others of us do nov. .peak Spanish or do so with English 
accents. 

Lack of adequate housing is a problem for many of us. One-quarter of us live in 
overcrowcled homes. 

As vou are well aware, the unemployment rate among Hispanics is hiqh--11.4 
percent versus 8.1 percent for the general population in 19/6. Our largest area 
of employment is manufacturing, and ro^re tlian one-fourth of our working males 
are in white-collar occupations. The proportion of Hispanic nen in the labor 
force is about 78 percent, and about 38 percent for our women.-' 

in brief, we are young, poor, multiplying in nunber, dispersed ^J^^^^^^^^^ 
country, multiethnic, urban, bilingual, bicultural, blue-collar workers, and 
proud of our heritage. 



iBureau of the Census, "Persons of Spanish Origin by State: 1980." U.S. 
Department of Commerce, August 1982. 

2Bureau of the Census, "Persons of Spanish Origin in the United States: March 
1976.' U.S. Department of Commerce, July 1977. 
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Health Status 



It IS most difficult to present an accurate picturft of the health status of 
Hispanic Americans, as, until the passage of P.L. 94-311 in June, 1976, 
Hispanics were classified as white in the oollection of vital statistics 
Inclusion of Hispanics in the white category results in higher mortality and 
morbidity rates as compared to the white category without Hispanics. 

interviews, families with lowest incomes were five times more 
likely than families with highest incomes to judge their health as only fair or 
poor. Hispanics ten^ to have low incomes. 

We know that life expectancy among whites increases with educational level. 

^^^^ dropout rates and low academic achievement. The South, 
which has the highest percentage of poverty and minority populations, has the 
lowsst life expectancy rate. 

Data for 1950 and 1960 indicated that Hispanios had higher mortality rates than 
whites but not as high as blades. Death certificates, as the source of national 
mortality statistics, do not permit classification of mortality by the five 
principal ethnic groups. Persons of Hispanic origin are not classified sepa- 
rately in the vital statistics categories; but if this were done, some would be 
included with "black" and some with "white." Thus, it is at present inpossibl^ 
to tabulate the number or rates of death separately for the Hispanic population 
^ ^oSi®^®.*^^®^® °^ "^^^^^ excluding Hispanics. It is expected that by the 
end of 1978, Hispanic coding will be possible for 18 to 20 States. 

The same problem of identification exists in the examination of birth certifi- 
cates m determining mortality statistics, infant mortality rate is 50 percent 
higher for residents of poverty areas than for those of nonpoverty areas. On 
the socioeconcmic measures of income and education, the lowest income group had 
a 50 percent higher infant mortality rate than the highest income group; and the 
difference is even greater between the least and most educated. 

Vliile the classification of Hispanic individuals into a "Hispanic" category 
solves the problem of separating the Hispanjcs from the whites and blacks, it 
does not solve the problem of differentiation among the various Hispanic ethnic 
groups. A general Hispanic classification, therefore, could conceal differences 
that may exist among Hispanics of different ethnic origins. 

Estimating the utilization of health services is again difficult, as much of the 
^ta is not broken down for Hispanics. know that the poor delay seeing 
physicians until their health problems become more serious. The poor below the 
poverty line utilize services less than those above the poverty line. In 1970, 
low-income vcmen who received prenatal care during the first trimester of 
pregnancy constituted only threa-fourths of the percentage of middle- and 
high-income vomen who received such care. There were three times more poverty 
area residents than nonpoverty area residents who did not have any prenatal 
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As we know, black doctors serve mostly black patients and non-black doctors 
serve irostly white patients. v*iere then do Hispanics go for medical treatment 
when only 1 .9 percent of the total enrollment of medical schools are Hispanic? 
Oily 19.3 percent of neighborhood health center registrants are HispanicT On 

,9 



the average, whites have a 15 percent higher admission rate to mental hospitals 
than Hispanics. In closer examination, however, we find that the rates for our 
Hispanic youth between the ages of 14-24 and for our Hispanic elderly 65 years 
and older are nearly double the rates for whites. In terms of admission to 
mental hospitals, the rate for our elderly, who are culturally very precious to 
us, is higher not only than the rate for whites but for all other racial 
minorities. 

In the consideration of health manpower, we find that Hispanics are underrepre- 
sented in relation to our nunber in the general population, in the enrollment in 
all heaJth professional schools. Even in the fields of medicine and dentistry, 
which have the highest proportions of minority students among the health profes- 
sions, Hispanics constitute only 1.9 and 1.3 percent of the total enrollment, 
respectively. Vfe fare a little better among dental laboratory technicians and 
radiation technicians, where Hispanics constitute 3.2 and 2.4 percent of the 
total enrol Intents."^ 

Issues 

In spite of our limited statistics, we know that the existing health care 
services are not effectively serving the Hispanic population. 

One of the reasons why Hispanics receive less effective services is simply that 
ageacies lack personnel capable of communicating with us. On every level of a 
patient's transaction with the public agency, patients are flayed or denied 
services if they do not speak English. Agency personnel often feel that they 
are working harder for the Hispanic patient than for those patients who speak 
Enqlish, since, for example, an interview sometimes takes twice the tiiif a^es 
in the case of other patients. Moreover, there is little social work followup, 
continuity of care, health education, and, specifically, preventive education 
being performed. 

Comprehensive healtl> services programs are generally less helpful to Hispanics 
than to the rest of America's poor. There are a variety of cultural, legal, and 
linguistic reasons for this. First, Hispanic males are often reluctant to seek 
public help because of their pride, customs, traditions, and social attitudes. 
Furthermore, Hispanics, especially those coming from a folk culture, are accus- 
tomed to solving their own problems without seeking outside help. Many are 
denied benefits of various social programs because they are aliens, while many 
nore cannot meet local residency requirements. Most Hispanics employed m agri- 
culture are excluded from coverage by unemployment insurance, industrial acci- 
dent insurance, and other Social Security benefits. In addition, those 
Hispanics under Social Security programs often fail to iDenefit from them because 
of their unfamiliarity with clains procedures. Social Security claims, bene- 
fits, and pi-ivate insurance ooverge, as well, are less utilized by the Hispanics 



3Health Resources Administration, "Health of the Disadvantaged, Chart Book." 
September 1977. 
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in general than by the population at large. Greater involvement in health olan- 
ning and consuner information programs «ould serve to inpro^^^he SvaTuSe^ 
health services and their utilization. 4 avaxxaoxe 

Many Americans of Spanish background have persistent English language difficul- 
ties, with the effect of deepening and prolonging their cultural isolation from 
the mainstream of the population. Mechanisms for reducing this i^afi^S^ 
through conmunication across ethnic lines in both the job market and other 
aspects of economic and social life, including comprehensive health service, 
have been generally inadequate. setvxw. 

To these difficulties must be added that of inadequate education eaong both 
Mexican Americans and Puerto Ricans, especially in the older age groups. A lack 
nLf^o?^c'?" ooirhined with a limited knowledge of English furSer^oom^ind tSe 
obstacles to satisfactory, well-paid employment for many Spanish-speaking 

A major area of roncern to the Public Health Service must be the underemployment 
of Hispanics withm its ranks, it is the firm belief among PHS Hia>anic^ 
?n^;^?!^'\?^n 'f^J'' ^ery^ities that when Hispanics are not adeiately 

Z?i^?^o^ni.! i ^ir^^ ""^^^ ^''^^ ^^^^^ ^^^^ policymaking to 

patient contact, the quantity and quality of health care provided to Hispanics 
IS much lower than that provided to the rest of the American public. 

In December, 1976, the Public Health Service employed 434 Hispanics, or 1.2 
percent of the total employees. -Biis is 5.1 percent less than the representa- 
tion of Hispanics in the general American population, ihe proportion of 

!^i^«25'S-=®'^-''^ ^? 2"^ ^ °^ September 30, 1981, was 1.7% of PHS employees, 
or 842 Hispanics~a 0.5 percentage increase from 1976 figures. HispanicHre 
the only minority group that are not overrepresented, in relation totheir 
presence m the population, in the whole range of Public Health Service 
employment. 

In addition to the issues already mentioned, I would suggest keeping in mind the 
following ones: 

— 'Ttie lack of research into the '-KL-alth needs, characteristics, treatment 
modalities, similarities and dissimilarities of the Hispanic researchers 
who are sensitive to the Hispanic culture. 

- -Ihe lack of training received by health professionals on Hispanic culture. 
Its importance in dealing with Hispanic patients and self-awareness as to 
their attitudes toward Hispanic Americans. 



Position Statement on Health Issues Concerning the Spanish-Speaking Spanish 
Surnamed Population of the United States," unpublished docur«ntprepar^ the 
Spanish Speaking Public Health Service Wbrkers Organization, JanSa^? 1974^^ 

Sibid. 

6-Position Paper," unpublished document prepared by the Spanish Heritage 
Public Health Service Workers, December 22, 1977. 

^ fill 
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~ The misdiagnosis and overhospitalization of Hispanics by non-Hispanic 
professionals. 

— -n^e iinportance of targeting health and prevention services to air young 
people, who are increasing in ninber and nost vulnerable. 

— The small number of programs directed specifically towards rlispanics, and 
the methods of changing existing services to meet the bilingual, 
bicultural characteristics of Hispanics. 

~ The severe shortage of Hispanic health manpower not only in the delivery 
of services but in policymaking positions on the local. State, and Federal 
levels. 

— irf^Q examination of Anglo-designed treatment modalities and their 
appropriateness to the Hispanic population. 

— T!he utilization of folk healers in the established health care systems, 
when, where and if appropriate. 

~ The overgeneralization and stereotyping of Hispanics by health care pro- 
fessionals as irresponsible, iirpulsive, unintelligent, and untreatable. 

~ The ooni-inued need for the collection of Spanish specific health data as 
required by P.L. 94-31 1 , as well as data classified according to Hispanic 
ethnic groups. The Hispanic HANES is a first step in this direction. 

~ Recognition of the great economic poverty among the Hispanic population, 
and its influence on the delivery of health services; such as, inaccessi- 
bility, inability to carry out doctor's instructions w th regard to 
medication and diet, the "hesitancy to question the physician, and others. 

— The effects of acculturation on Hispanics, especially our youth who may 
need help in developing strong self-image coping skills, and the provision 
of strong Hispanic role models. 

The issues are many, the solutions vary according to complexity; but I believe 
that, if the Public Health Service would make a true commitment to improve the 
health status of Hispanic Americans, we could go a long way in improving the 
health status of more than 14 million Americans. 
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INTRDDOCTICN 



Numerous reports on the adequacy of the American health care system have con- 
cluded that the health care needs of the Hispanic minority are not satisfacto- 
rily met by the syston. A basic argiment is that it is the outcane of the fact 
that most Hispanics are in the lower socioeconcraic strata. But apart from 
socioeconomic considerations, it is inportant to analyze certain aspects of the 
accessibility, quality, and cost of health services, as well as the health 
beliefs, attitudes, and practices of some members of the Hispanic coiMurity. 
All these factors influence the outcome of community health programs targeted to 
Hispanics. 

The scope of the problem of providing health care to Hispanics is increasing 
rapidly. The Hispanic p(^ulation is growing 6.5 times faster than the general 
population (Guernica and Kasperuk, 1982). Hispanics currently total 15 million 
people (U.S. Department of Commerce, 1981). By 1990, Hispanics may comprise 
20 percent of all U.S. residents (Guernica and Kasperuk, 1982). Demographi- 
cally, Hispanics differ considerably from the average American. Their median 
age, income, and educational levels are lower (Guernica and Kasperuk, 1982). 
They have larger families, many of which have maintained their Spanish language, 
and are predominantly Raman Catholic (Guernica and Kasperuk, 1982). Most 
Hispanics live in cities in a geographically cwicentrated area of nine States, 
and the trend is for further urbanization (Guernica, 1980). Beyond these gen- 
eral characteristics, it should be recognized that the Hispanic population is 
con5»sed of a mosaic of distinct ethnic groups. 

Persons of Mexican origin . As of 1978, 59 percent of all Hispanics belonged to 
this group (U.S. Department of Health and Human Services, 1980). They are 
descendants of persons who lived in the southwestern part of the United States 
which had previously belonged to Mexico. They have retained the Spanish 
language and sane aspects of the traditional Mexican culture. In some instances 
they are descendants of marriages between Spaniards and American Indians. A 
degree of acculturation has taken place in this group, especially among second 
and third generations and even more so among those vAic have higher educational 
levels and who earn comfortable incomes. A sizeable nunber of individuals in 
this group are more recent immigrants from Mexico who are in the process of 
learning English and accustomed to the American way of life. 

Persons of Puerto Rican origin . As of 1978, 15 percent of all Hispanics living 
in the United States (over 2 million) were persons of Puerto Rican origin, while 
nearly 3 million Puerto Ricans live on their native island (U.S. Department of 
Health and Human Services, 1980). Although a significant nunber are descendants 
of Spaniards or other Europeans v*io emigrated to Puerto Rico, there is a high 
proportion of descendants of mixed marriages between Europeans and persons of 
African origin who had been brought to Puerto Rico as slaves. All of them use 
the Spanish language and hold on to the Latin American culture, with distinct 
African influences which are quite noticeable throughout the island of 
Puerto Rico. 
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Persons o f Central and South American origin . They comprise approximately 
800,000 individuals. By and larqe, they are descendants of Spaniards or other 
Burqseans (Italian, German, and British) yiino emigrated to Latin America and who 
either preserved or acquired the Spanish language and the Latin American cul- 
ture. Strictly speaking, only the descendants of Spaniards should be classified 
as Hispanic because of their Spanish surname, but fron a cultural standpoint, 
they are all Latin American. Depending on the country of origin, the ratio 
betvgeen Eurc^ans and descendants of marriages betv^een Eurqpeans and native 
Indians is quite variable. Some populations of countries like Argentina have 
practially no Indian Heritage, and other countries like Peru have a high propor- 
tion of persons of Indian heritage. In the last 5 years there has been an 
increase in the nimber of immigrants from Central America, mainly from 
El Salvador, Nicaragua, and Guatemala. In general, they are of mixed 
Eu) (pean- Indian origin. They belong to low socioeconomic groups, and their 
health beliefs are more similar to those of Mexican Americans than of Hispanics 
of European origin. 

Persons o f other Spanish origin . Approximately 1 million persons are included 
in this group. Sc^ of them may be imniqrants or descendants of immigrants from 
Spain, but their number is much lower than 1 million. 

Persons of Cuban origin . Their nunber has been estimated in excess of 700,000 
(U.S. Department of Health and Human Services, 1930). They are descendants of 
Spaniards or other Europeans vAio emigrated to the island of Cuba. Among Cuban 
Americans there is a relatively small percentage of descendants of marriages 
between Europeans and African slaves who were brought to that island. Since 
Cubans are relatively recent immigrants, their primary language is Spanish; they 
hold on strongly to their Cuban heritage. A high percentage who emigrated to 
this country in the sixties were members of the upper and middle classes of 
Cuba. They have high educational levels and a good command of English, and 
their socioeconomic status (SES) is quite good. Cubans \*io emigrated in the 
1980's belong to a low socioeconomic group. Many of them are descendants of 
mixed European-African progeny. 

From the standpoint of health care of those most in need, the groups that 
require special consideration are those of low-income Mexican or Puerto Rican 
origin. Because of their socioeconomic status, their health beliefs, and their 
attitudes toward and access to the health care system, they must be studied 
apart from those Hispanics of higher socioeconomic status v*io have adequate 
access to the health care system. 

There are several factors which seem to limit the adequacy of health care among 
these low-SES Hispanics: (a) problems of access related to poverty, which 
includes financial as well as knowledge barriers; (b) cultural and language dif- 
ferences which may affect the quality of patient-provider interaction and may 
also have an inhibiting effect on health care utilization; and (c) the use of 
"folk" medicine as an alternative ccping strategy v^en access, cultural, 
attitudinal, language or knowledge barriers to modern health care arise. 

In this paper, I will present an overview of problems in research methodology, 
the literature on health status, and barriers to Hispanic health care utiliza- 
tion. Some suggestions are offered for inproving health care delivery and 
health education efforts. Data and observations based on the 10-year experience 
acquired by Baylor's Department of Community Medicine in the delivery of primary 
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care in three lov^incoDe Mexican-American neighborhoods (barrios) of Houston, 
Texas, are mentioned, ^^proximately 20,000 persons receive primary care in 
three community health centers of the Harris County Hospital District where 
meinbers of our faculty provide comprehensive care services. The Department of 
Community Medicine has osnducted several health services research projects in 
these centers. 

METHODOLOGICAL PROBLEMS 

The tw3 main methodological problems in assessing the published results of 
health services research among Hispanics are related to imprecise sample defini- 
tions and to experimental designs which are inadequate to differentiate the 
socioeoonomic from the cultural factors. 

A review of the research on health care problems of Hispanics in the U.S. 
reveals a lack of uniformity in criteria for selection of sample populations 
(Aday, Chiu, and Andersen, 1980). There are many variables which account for 
the broad diversity of subpopulations under the Hispanic rubric. Most obvious 
is the classification by origin from Mexico, Puerto Rico, Latin America, Cuba, 
or Spain. Because of a lack of research data on non-Mexican groups, analysis of 
health care problems for Hispanics must be based for the most part on data from 
Mexican-American samples. Yet, eveii within these sanples, there is a wide 
diversity which many studies have failed to take into account. Geographically, 
Mexican Americans in California may differ from those in Texas, especially smonq 
the generations more removed from Mexico. In addition to generational differ- 
ences, each Mexican American has a language heritage that may reflect monolin- 
gualian or bilingualism in the individual, parents, and/or friends. This factor 
may influence the degree to which Spanish and English coranunications affect 
attitude development through social interaction and media. 

There is much controversy about how to operational ize selection criteria for 
Hispanic groups {May et al. , 1980; Hayes-Bautista, 1980; Hernandez, Estrada, 
and Alvirez, 1973). There are problems with criteria v*iich rely on Spanish 
surname, birthplace of parents or self, use of Danish, or combinations of these 
(Hayes-Bautista, 1980). In the research literature only about 50 percent of the 
published studies document how the Hispanic population was defined; many whidi 
did used definitions based on surname only, self-designation, or observation 
(Raschke, 1981). 

Much of the survey data thus suffers from inprecise population definition. In 
addition, surveys can CMily show correlation, not causation. For example, belief 
in or knowledge of folk medicine may be correlated with lower health care 
utilization, but one cannot assune that use of folk medicine indicates a belief 
system v^ich inhibits health care utilization. The correlation should be 
accounted for by lower SES, v^idi is a barrier. Folk medicine use may beocvne a 
second-choice option rather than a substitute for modern care. 

Tb a large extent, the health care problems of Hispanic communities are due to 
low SES. If the study of these problems is to focus on variables unique to 
Hispanics, data must be taken relative to non-Hispanic health care problems 
among groups of similar SES and urbanization. Much research has been done by 
sociologists and anthropologists interested only in describing features of 
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Hispanic culture without regard for assessing the degree of problems relative to 
other segments of society. Fifty percent of the published studies on Hispanics 
provide data on Hispanics only, making any conclusions about Hispanics which go 
beyond SES considerations problematic (Raschke, 1981). 

Future health services research studies need to: (a) observe closely groups of 
people who are obviously in the lower SES and in equally urban environments; 
(b) identify Hispanics in these strata through selection criteria v*iich include, 
as a minimum, self-identification and behaviors and beliefs v^idi are unique to 
the particular Hispanic group under study? (c) identify non-Hispanics by the 
same critieria; (d) compare health knowledge, utilization rates, and 
morbidity/mortality rates between Hispanic and non-Hispanic groups. 

At the present time, the inadequacies of methodology, the disparate populations 
studied, and the large gaps in critical research areas make general conclusions 
impossible. Only in a few specific conditions researched can a clear need for 
special interventicm for Hispanics be seen. For exanple, the reduction of 
language barriers seems to be an obvious need. 

HEALTH PROBLEMS OP HISPANICS 

It is clear that, coitpared to the general population, Hispanics in general have 
a higher morbidity and nortality rate for some health problans. What is not 
clear is whether this is due to lower SES or unique features of the specific 
Hispanic population. Such features might include dfferences in lifestyle, diet, 
genetic background, or utilization rates. Utilization rates may be lower 
because of attitudes, language barrier, physical access, or other factors not 
necessarily related to poverty. 

Evidence indicating that the health of Hispanics is generally poorer than the 
health of the rest of the Nation is listed in Table I. While not an exhaustive 
listing, it is representative of the overall data available. An obvious problem 
is that most studies failed to use an appropriate oonparison group. Another 
problem is that statistics were generated from relatively small and nonocMnpar- 
able geographic areas. For example, Mexican Americans in suburban Alameda, 
California (Stern, Haskell, Wbod, Osann, King, and Farquhar, 1975), may enjoy a 
better climate and health/educational sytem than residents of the Rio Grande 
Valley in Texas (Trotter, 1981). 

Because of the lack of equivalent non-Hispanic comparison groups, compounded by 
the methodological inconsistencies previously mentioned, few concluf^ions can be 
drawn. Hispanic finales appear to have a highr prevalence of gallbladder 
problems, possibly due to an excess of diabetes and Native American genetic 
inheritance (Diehl, Stern, Ostrower, and Friedman, 1980). Cardiovascular 
disease may actually be less of a problem for Hispanics than for Anglos, due to 
less smoking (Priis, Nanjandappa, Prendergast, and Vfelsh, 1981). However, the 
national reduction in cardiovascular mortality over the last decade has not been 
seen in Mexican Americans in Texas (Kautz, Bradshaw, and Ponner, 1981). This 
may be due* to a lack of knowledge about how to reduce cardiovascular risk 
(Weaver, rerick, Ramirez, and Deatrick, 1978). 
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IMLe Ii Reported Health Problems of Hispani'^s 



Problem 


Hagnitude 


Study Location 


Reference 


Orarall nortality 


Higher 


U.S. 

California 


U.S. Census Bureau, 1975 
Friis et al., 1981 


Norbidity/tortality 


2*3 times higher 


Loe Angeles 


Gilbert t 0*ltourke, 1968 


Cardiovascular nortality 


Lower 

Less decline than 
national trend 


California 
T^xas 


Priis et al., 1981 
Kautz et al., 1981 


HBP mortality 


Higher 


U.S. 


Noriyona et al., 1971 


Fsrinatal mortality 


101 higher 


California 


Gilbert ft O'RDurKe, 1968 


Lung Cancer nortality 


Loi#er 


Hew Mexico 


Sanet et al., 1980 


High Blood Pressure 


Higher prevalence 
Lower oontrol in men 


Rio Grande, itexas 


Stem et al., 1981(a) 


Disbetee 


Higher prevalence 


Rio Grande, Texas 


Stem, et al., 1981(b) 


Cancer of gallbladder, 
atcmach, and cervix 


Higher prevalence 


New Mexico 


Black a Key, 1980 


Gallbladder disease 


3 times higher in females 


San Antonio, 'ftxas 


Diehl et al., 1980 


CCPD in nales 


Lower prevalence 


New Mexico 


Samet et al., 1980 


Respiratory i^iseaee 


Lower incidence 


New Mexico 


Samet et al., 1982 


Inifectious diseases 


Higher incidence 


Rio Cv*ande, Texatt 


Trotter r 1981 


TB 


Incidence 2 tlmss higher 


Los Angeles 


L.A. City Health Dept., 1966 


Intestinal parasites 


50% prevalencB 


California Immigrants 


Arfaa, 1981 


Untreated dental pcoblsms 


Higher prevalence 


Various areas 


DiAngelis et al., 1980 


Inactivity due bo chronic 
conditions 


Same as argloe 


U.S. 


National Center for Health 
Statistics, 1978 


Days of fafed disability 
per year 


Higher in low-SES Hispanics 
than Anglos 


U.S. 


National Center for Health 
Statistics, 1978 



Overall the conclusion can be drawn th^^t virtually all Hispanic 
morbidity/mortality differentials are due to SES differentials (R3berts & Askew, 
1972; Roberts & Lee, 1980)* U.S. Government data show that in terms of 
inactivity due to chronic conditions, and days of restricted activity, health 
status of His^ianics is conparable to the Anglo population* However, at the 
lowest SES, Hispanics do show a higher nunber of days of bed disability per year 
than Anglos of the same SES (National Center for Health Statistics, 1978)« 

Poor Hispanics have essentially the same risk factor profile as other persons of 
the same SBS^ with the possibility that lade of health knowledge may be causing 
a relative increase in cardiovascular risk as nrcntioned above (Weaver et al«, 
1978) • The major risk factors are listed in Table II. Hyper lipidemia may be a 
true cultural difference due to the greater use of saturated fats in food 
preparation enonq Hispanics (Stem et al., 1975). 



Prohlf 



htoqniturte 



lit Risk Factors 

Sturtv lixration 



Hyperi r I'jlycer id«nia 
IfypRfdwlesterol ftnia 
Hyperylycwnia 

Obesity 



use of AaturAted fata 
in diet 



Higher prevalence in males California 



Higher prevalence 



Greater 



Poor Nutrition in children Higher prevalence 
Lfli«ure-tln» cucerciae Iif*88 



Rio Grande f Itexas 
U.S. 



California 

Rio Grande, Tsxas 



stein et cil.# 1975 



Stern et al., 1981(b) 
National Canter for Nealtl 
Statistics, 1978 

siptti et cil. , 1q75 



Larson et al., 1974 
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Risk factors that are related to socioeconomic conditions under v^ich most 
loi^-income urban Hispanics live include inadequate sanitation, inappropriate 
nutritional habits, physical stresses during vgork, and mental stresses. 

The problems that we have encountered most cannwily amcaig children of low-income 
Hispanic families are as follows: 

1 . Prematurity and infant respiratory distress 

2. Lew immunization levels 

3. Gastrointestinal infecticxis 

4. Parasitosis 

5. Bnpetigo 

6. Child abuse 

Prematurity and infant respiratory distress occur in greater frequency than in 
high-income populations because the low-income pregnant mothers are at greater 
risk of having premature infants. These infants in turn are more prone to 
develop infant respiratory distress. The incidence of prematurity amcxig 
HispariicSf while greater than enong whites, is not as high as conong poor Blacks 
of Harris County. 

A major prdalem in our "barrios" is the Irw immunization level of diildren, 
especially those of preschool age. To some extent, this problem results frcxn 
inadequate accessibility to preventive health services, but it is mainly due to 
lack of awareness about these services or to insufficiently-perceived threat. 

Gastrointestinal infections, parasitosis, and impetigo constitute other common 
problems vihich occur quite often amcmg disadvantaged Hispanic children, 
especially those v^o have oome recently from Mexico. 

Child abuse has emerged in the last few years as a significant community health 
problem. ;*iile it is not limited to Hispanic populations, it must be mentioned 
as a target for oomriiunity health-oriented programs. 

The health problems that are more prevalent among low-income adult Hisp anics 
follow: 

1. Ccmplications of pregnancy 

2. Hypertension 

3. Ischemic heart disease 

4. Diabetes 

5. Obesity 

6. Venereal diseases ' 

7. Alcohol and drug addiction 

S. Mental health problems due to psychosocial conflicts 

9. Poor nutritional habits (too much fat and sodiun in diet) 

Ccnplications of pregnancy account for a high percentage of visits to a primary 
care facility. The problems of greater concern to us are those of chronic 
illnesseSf such as hypertension, ischemic heart disease, diabetes, and obesity, 
which ccMistitute the greatest challenge to community health professionals. 
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Venereal diseases and alcohol and drug addiction deserve special attention 
although they are certainly not unique to Hispanics. Ihey are the consequences 
of conditions of poverty, which are not related to ethnic influences. A unique 
problem may be addict icxi to chemicals delivered in aerosol spray cans. Wc have 
observed several cases among low-SES Mexican-American youths. 

Mental health problems due to psychosocial stresses do occur quite frequently 
among the poor and urban Hispanics. Indeed, these individuals are subjected to 
considerable pressures brought about by the need to cc^ with the demands of a 
milieu which is hostile because of economic, ethnic, and language factors. 
Given the controversies surrounding the researdi methodology in this area 
(Schreiber & Homiak, 1981), it is unclear vghether Hispanics suffer more mental 
disorder than the majority population. 

BARRIERS TO OTILIZATION 

Table III shows the findings of major research indicating utilization problems. 
In general, the data show that ]ower-SES Hispanics tend to underutilize or delay 
medical care and to use emergency rooms more frequently. There are many 
diseases for which underutilization appears to be a serious problem. 





TAm,E Hit 


Utilization Problems 




Problem 


Magnitude 


Area 


Reference 


Ihronic cough, aching joints 
leadaches, stomach pain 


Low utilization 


Galveston 


Chesney et aU, 1980 


backaches, fainting spells, 








fatigue, excessive vagina! 
)1eed1 ng 


Low utilization 


U.S. 


Quesada, 1976 


toughing, sweating, 
snd diarrhea 


Low utilization 




Zo1a, 1966 


hospital Immunizations 


Low utilization 


Los Angeles 


Aranda, 1971 


^.D. visits 
iosplta! stays 


Low utilization 


U.S. 


National Center for 
Health Statistics, 1976 


^.D. visits 








[)enta1 exams 








Eye exams 
General exams 


Low utilization 


California 


Roberts & Lee, 1980 


Health Care Services 
Emergency rooms 


Low utilization 
Ove ruse 


Ohio 


Gliebe & Mai ley, 1979 
Luckraft, 1976 


Preventive prenatal and 
neonatal care 


Low utilization 


Los Angeles 


Bullough, 1972 


Free medical exams 


Low utilization 


Brooklyn 


Elinson et a1., 1976 


Use of home remedy 


Ove ruse 


Rio Grande, TX 


Trotter, 1981 
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Although it is clear that the general health of Hispanics is poorer than the 
health of the Nation as a whole, and that there is a tendency to underutilize or 
misutilize health care services, there are very few longitudinal data demon- 
strating the deleterious effects of subqptimal utilization. However, one can 
assune that if low-SES Hispanics used health care services in the same way as 
the higher SES, their prevalence of health problems would not be elevated. 

Hiere are several reasons why utilization is suboptimal. First and probably 
most important, there is limited access to medical care due to cost, location, 
and manpower shortages. Second, language, cultural, and attitudinal barriers 
may prevent c^imal patient-health care system interaction. Tliird, the Hispanic 
community has its own health care system which is available as a substitute or 
alternative when modem medical care is unavailable or undesirable. 

Access Problems 

Access to health care is generally lower for Hispanics in terms of ability to 
finance services (Andersen, Lewis, Giachello, Aday, and" Chiu, 1981). Private 
health insurance and Medicare are available to Hispanic persons under the same 
conditions that they are available to other Americans, and the policies and 
restrictions are uniform throughout the United States. Medicaid, however, is 
available under conditions that vary considerably from State to State. In many 
Southern States the nimber of persons who are eligible for Medicaid services is 
far belcw that of poor people. In addition, a significant number of otherwise 
eligible persCTis might not be aware of their eligiblity or have not taken the 
necessary steps to apply for the benefits because of lack of familiarity with 
the bureaucracy and the frustrations or red tape involved in submitting an 
application. 

A high prc^i on of lov^-income urban Hispanics must rely <x\ publicly-funded 
health care systems to meet their health needs. Although these public health 
care systems are more accessible to the urban poor than to their rural counter- 
parts, they still have major inadequacies. From the point of view of the 
structure of the system, the inadequacies result from: (a) political influence 
on public health care policy, (b) conplex bureaucracy, (c) budget restrictions, 
(d) shortage of and maldistribution of health care personnel, (e) inadequate 
incentives for health providers, and (f) the mobile nature of the population. 

Political influences are overwhelming in the formulation of public health care 
policy. Hispanic pressure groups have not been as effective as representatives 
of Blacks in articulating their views about health care. 

Ihe responsibility for the delivery of personal health services falls on differ- 
ent jurisdictions: health department, public hospital, and mental health 
authority. Usually, the services rendered by these jurisdictions are not well 
coordinated, and there are no mechanisms to track the services rendered to a 
given individual by one institution or another. 

Perennial budgetary restrictions prevent the providers from organizing the types 
of services that are needed at a level comparable to that of the private sector. 
There is also a documented shortage and maldistribution of health care personnel 
in areas populated predominantly by Hispanics (Bruhn, 1974). Health profes- 
sionals vorking in public institutions are not well paid and, in general, lack 
adequate incentive to provide services with the same level of ooirpetenoe and 
efficiency as provided in the private sector. 
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One particular aspect of the structure of the system is the mobile nature of the 
patient population. The problem has been coitpounded in the last few years by 
the large influx of undocunented aliens entering the United States from Mexico 
in pursuit of better-paying jobs. These aliens at times go to public facilities 
to receive health care. But the need to register officially in that facility 
and to show proof of legal residence constitutes a major deterent to the 
utilization of a health facility until a major emergency occurs. 

In regard to the process , the public health care system available to most 
low-income Hispanics suffers from the following: (a) demand in excess of capac- 
ity, (b) superficial contact with numerous health prof esssionals ; (c) inadequate 
patient-physician relationship; (d) redundancy of services; (e) insufficient 
coordination, and (f) general inefficiency. 

Public health care facilities are burdened with a dem^ in excess of their 
capacity; the system is overcrowdecl. Under these cc»iditions, the low-income 
Hispanic usually has to establish a superficial relationship with numerous 
health professionals. There is often an inadequate patimt-physician interac- 
tion, ccnpounded at times by the existence of a language barrier. This inter- 
feres with patient-provider oommunicatiais and in turn affects the patient's 
conpliance and appointment-keeping behavior. The lack of coordination of ser- 
vices rendered by various public agencies results in redundancy and in general 
inefficiency. 

As to the outcome , the services rendered to low-income Hispanics fall short of 
reaching the objectives established by health care planners. Since there are 
major redundancies and inefficiencies in the health care system, the 
benefit-cost ratio is disaj^intingly low. 

Cultural Barriers to Adequate Health Care 

Despite the lack of evidence that Hispanic cultural factors create barriers to 
health care utilization which go beyond the effect of low SES, many factors are 
postulated as causal in preventing or inhibiting optimal health care utiliza- 
tion. These factors involve culturally-based attitudes toward health end 
disease, attitudes toward the health care system, and ways clinics deal with 
Hispanic patients. 

Research may show that utilization rates are not affected by cultural factors. 
However, it is prdaable that both belief in the efficacy of treatment and the 
psychological stress of receiving mcx3em medical care are affected by cultural 
factors. Such beliefs and stress may have a deleterious effect on treatment 
corpliance and outcome. Thus, the results of medical treatment may be poorer 
for Hispanics even if utiliztioi rates are satisfactory. 

Hispanic attitudes and beliefs regarding the causes of disease, why an individ- 
ual becomes ill, and what should be done may determine health outoane. Poor 
Hispanic children develop attitudes and values regarding health even before they 
enter into the Anglo-controlled educational system (Bruhn, 1974). They observe 
their parents' struggle to survive in an envircxment of scarcity and depriva- 
tion. The children develop a concept of disease as being intrinsic to life. 
They see disease as caused by the adverse effects of envirwimental conditions 
which cannot be avoided. This could develop into a sense of fatalian character- 
istic of the poor, v^ich limits their pL-eventive health perspective. 
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!4any Hispanics with low formal educational levels believe that illnesses are due 
not only to chance and circumstances, but also to a divine desire to test the 
individual's capacity to endure suffering or to punish him or her for some 
transgression against divine or human law. Some believe that illness involves 
possession by evil spirits (Galli, 1975). 

Among Mexican Americans, an individual may view life as relatively meaningless, 
merely one in a sequence of generations aiming for an ultimate goal (Quesada, 
1976). Because of this, the importance of loig-term preventive care becomes 
less important than immediate symptom relief. This may ooirpound the general 
problem of lack of motivaticMi to work for long-term goals found in the lower 
SES. 

All of these beliefs may either reduce the perceived need for, or usefulness of, 
modem medical care. They may also provide support for a decision not to seek 
medical care when financial barriers exist. 

Superiiiposed on such beliefs may be a large degree of ignorance about disease 
prevention and treatment. Lack of knowledge of the early signs of illness leads 
to crisis care rather than early treatment. Lack of awareness of risk factors 
precludes prevention. 

Earlier speculatic«s (Weaver, 1973) were that younger generations of Hispanics 
would adopt a more scientific view of health and disease. However, Farge (1980) 
found that younger Mexican Americans were not more scientific in their health 
orientation than prior generations. He did find that 40 percent believed that 
good health is a matter of luck, indicating a sizeable degree of fatalism in the 
community. People who have poor health may tend to blame health status on luck 
in order to avoid accusations of lack of self -responsibility. 

Hiere is some controversy about how low-SES Hispanics view modem medicine. In 
all likelihood there is a wide range of opinion from total rejection to total 
acceptance. Earlier studies and speculations indicated that resistance to 
Anglicization prevented acceptance of modem medicine (Weaver et al,, 1973). 
Poor Hispanics ware seen as viewing modem medical facilities as part of the 
"outside world" (Knoll, 1971). Thus, going for medical treatment is perceived 
as involving not only strange procedures but also entering into a foreign 
cultural and linguistic environment. 

When visiting a clinic, the Hispanic may be subjected to conditions which would 
be socially unacceptable in the Hispanic culture (Clark, 1970). Examples of 
such conditions include gynecological exams by a male physician, or exams 
requiring total nudity. An Anglo physician may offend a husband's machismo by 
failing to recognize his role as family leader and decisionmaker, or by giving 
him a sigmoidoscopic exam without adequate psychological preparation or 
explanation. 

A serious comnunications gap can occur between Hispanic patient and physician. 
Doctors are expected to be authoritative, and the j^ysician's asking questions 
or referring the patient to a specialist may be seen as showing signs of weak- 
ness not proper for an authority figure (Quesada, 1976). Ihus, an Anglo E*iysi- 
cian may fail to live up to the patient's expectations while ^jpearing to 
violate cultural norms and to be insensitive to the paitient's views and beliefs 
regarding health and disease. 
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Personnel in health care facilities usually fail to be as personalrAe as vould be 
expected in a Hispanic context. In addition to this, the patient may experience 
intenticxial or unintentional racial discrimination. Such insensitivity to cu].- 
tural factors is often compounded by a lack of understanding or outright ridi- 
cule of traditional folk medicine and home remedies. Under such conditions, 
nary poor Hispanics, who justifiably feel they belong to an oppressed minority, 
may find irodern medical care to be dehumanii^ire^ or humiliating. 

Despite these apparent inhibiting factors, mopt }}oor Hispanics bectn to accept 
the fact that modem medical care is the most effective treatn^ent foi most 
diseases. For example, they appear to realize that infsctious diseases are best 
treated by physicians (Trotter, 1981). Hxe fact that 5.n some areas as many as 
60 percent of Mexican Americans in the lowest sccioeconomic stratum purchase 
health insurance indicates a faith in nodern me'^icine (Gliebe fi Malley, 1979). 

Vtiile these cultural- and attitudinal-influenced l)ehaviors probably have sow^ 
effect on utilization quality and frequency, ressearch has failesd to show that 
resistance to Anglicization (Farge, 1980), identification with Hispanic eth- 
nicity or closeness to cultural heritage (Partje, 1980j Welch, Ccifter, and 
Steinman, 1973), or attitudes toward modem medicine (Vfelch et al., 197.'}) inter- 
fere with utilization. Parge (1980) has speculat^na that \±e population identi- 
fied as Hispanic is too heterogeneous in terms of utilizati(X» factors for a 
predictive model to be useful. 

Language as a Barrier to Utilization 

Basic to the cultural milieu of any setting is language. The lack of 
Spanish-speaking personnel in medical facilities may be a barrier to utiliza- 
tion, although research data are lacking to demonstrate this. It is knovm that 
76 percent of Hispanics in the United States are bilingual, that 64 percent of 
Hispanics under 20 prefer Spanish, and that over 65 percent live in (Ouseholds 
where Spanish is usually spoken (Guernica and Kasperuk, 1982), Chesney, 
Thompson, Guevara, Vela, and Schottstaedt (1980) found tJhat 60 j:«rcent of 
Mexican-American patients coming to a family practice clinic wanted to be inter- 
viewed in Spanish. All this indicates that bilingual/bicultural personnel would 
be helpful in medical facilities serving the Hispanic ccmmunity. 

In addition to the need to transmit information via a cxammon latvguage, there 
needs to be a sensitivity to the fact that the quality of the physician-patient 
interaction may be dependent upon the language used. Scherwit-J (1980) found 
that when physicians used l^janish, they communicated more authority and justifi- 
cation for their recommendations, reflecting perhaps the Hispanic cultural norm 
for physicians. At the same time, they gave more detailed instruction and more 
extensive followup-monitoring, perhaps reflecting a feeling that patients who 
speak l^nish rather than English may be less able to understand and follow 
directions, 

Hispanic Indigenous Health Sy stem 

Earlier theories (Weaver, 1973) held that poor Hispanics generally subscribed to 
folk-medicine beliefs and practices. More recent research shows that folk 
beliefs and practices are less widespread than originally thought and do not 
appear to represent a significant barrier to modem health care. Farge (1980) 
reported in his sample of Mexican Americans that 35 percent believed in 
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folk-medicine diseases and cures. While Chesney et al. (1980) found that folk 
illnesses were treated with folk remedies 80 percent of the time, they also 
reported that for all illnesses modern msdical treatment was sought 83 percent 
of the time. Among all illnesses treated at home, only 2.5 percent have been 
found to be folk ailments (Trotter, 1981). 

Use of tolV medicine seenti to be more related to poverty than to ignorance of, 
or skepticism toward, modern medicine (Parqe, 1978). Tlius, use of folk medicine 
today may largely represent a second choice in the face of economic rather than 
cultural/educational barriers. On the other hand, use of modern medicines or 
alternatives may depend upon the type of malady. 

Some ailments are viewed as treatable in the home, ai-^a others as treatable by 
the medical establishment. Ailments treated in the home are classified as 
(a) ailments having no medical treatment (susto, mal de ojo , etc.); (b) those 
not normally requiring medical treatment ( stomachaches , d iarrhea ) ; and (c) those 
for which the patient perceives the medical system has failed to develop a cure 
(cancer, diabetes, arthritis), "mese perceptions lead to home care or folk 
medicine as options which at least offer seme hope (Trotter, 1981). 

Providers of the Hispanic folk health systen include some priests of the 
Catholic Church, members of the fuiidamentalist Protestant Church, pharmacists, 
herbalists, madrinas , curanderos , brujos , and chiropractors (Cervantes, 1972? 
Clark, 1970). uften health practices involving this system will parallel simul- 
taneous medical treatment. Itie spiritual needs of the patient and family are 
met by the churches. Curanderos and espirtualistas may be used to treat posses- 
sion by evil spirits (Galli, 1975). The psychological support needed in time of 
illness may be provided by curanderos , v*io are perceived as more altruistic than 
physicians. Ihey work within the belief system of their clients regarding per- 
ception of illness and treatment efficacy, and they relate socially to the 
client and his family (Quesada & Heller, 1977). They also make hours calls. 
Chiropractors in the Hispanic oonmunity also enphasize a personal relationship 
with patients, which is supportive and more in compliance with cultural expecta- 
tions than the behavior of most physicians. Use of pharamcies is usually more 
accessible and less costly than more appropriate medical intervention. Lower 
ducational levels mean less ability to discriminate between the facts and the 
propaganda provided by media advertisements regarding health. Thus, poor 
Hispanics tend to make more use of over-the-counter drugs to combat a whole 
variety of illnesses (Quesada, 1976). 

Although the diagnoses and treatments that are part of Hispanic folk medicine 
may not be as scientifically appropriate as those of modern medicine, the folk 
concepts and treatments are intertwined with the Hispanic culture, and thus 
satisfy the spiritual and social needs associated with illness to a greater 
degree than does modern medicine. This may explain parallel I'sage of both 
traditional and modem systems. 

Sunmary of Utili zation Barriers 

The socioeconomic barriers to health care are obvious for poor Hispanics. Tne 
quality of health care received in the public health care system is usually 
below that found in the private sector. Language and cultural differences no 
doubt have a deleterious effect, especially in the psychological and spiritual 
aspects of health. In the few studies which controlled for socioeconomic and 
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language barriers, health care utilization rate did not differ from Anglos 
(Oilman & Bruhn, 1981; WelcJh et al. , 1973). However, one can suspect that the 
results of such utilization may be poorer for Hispanics because of the lower 
quality of patient-system interaction due to the barriers mentioned. 

RECOMMENDATIONS FOR HEALTH PROFESSIONALS 

Hiere is a paucity of careful evaluation research whidi demonstrates what 
specific changes can be maie by heilth care professionals to improve the level 
of health care among poor Hispanics. However, there is a wealth of measures 
which should be tried on an experimental basis, since anecdotal reports and 
caonmon sense seem to support their use. Ihese involve improving ph.ysical and 
financial access, being sensitive to cultural differences, reducing language 
barriers, and inproving health education efforts. 

Inproving Access 

Obviously, financial access to medical care is limited eroong poor Hispanics. An 
analysis of the politics of third-party funding is beyond the scope of this 
presentation. However, the use of sliding-fee scales might improve utilizati- 
Many clinics now have personnel who help patients get insurance coverage, f,v 
cial help or loans, or even jobs. Provision of such services could go a Iv., 
way to inprove access and utilization. 

Since many poor Hispanics have hourly jobs, it woul be beneficial to keep mr<!i ■ 
cal facilities open evenings and on weekends. Our experience in Houston shciifs 
that utilization justifies having clinic hours on some weekday evenings but not 
on weekends. 

Because the poor may lack adequate transportation, clinics should be located in 
the immediate community. Mobile vans as portable treatment units have been used 
to increase access (Aranda, 1971). However, there can be a considerable expense 
in maintaining and calibrating equipirent under the more extreme environmental 
conditions experienced by portable clinics. Al'so, the oMiinunity may view a 
mobile van as more intrusive and less integrated into the ccmmunity than a 
permanent facility. 

Inproving Physician-Patient Interaction 

Identifying a patient as "Hispanic" should never trigger an automatic treatment 
protocol designed for "Hispanics." Tto avoid the danger of providing treatment 
based on stereotypes, it is Inportant to recognize that for any particular 
patient there will be a unique set of belief, practice, family and coimunity 
factors. Because of the diversity of the populations and of the beliefs and 
practices within the Hispanic population, it is incunbent upon health providers 
and educators to determine empirically for each individual patient what factors 
exist and how to deal with them. 

For example, v*ien dealing with patients, it has been suggested that physicians 
not ask a patient to make a decisions until he/she can consult with the family, 
since Hispanic families are close-knit groups (Clark, 1970). According to this 
view, mothers may need permission from their husbands before electing to undergo 
medical treatment for themselves or their children. Chesney et al., (1980) have 
pointed out that the family-practice approach is well suited to such close-k^it 
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faroilies. Family and relatives should become involved in treatment, and should 
be allowed to acconpany patients in the clinic and in hospitals to help the 
patient cope with feelings of alienation in a medical setting. However, Miller 
(1975) has found a great' deal of heterogeneity among family types in Mexican 
Americans. Ttierefore the importance of the family must be determined on an 
individual basis. 

The sfiBie holds true in terms of the Hispanic' s adherence to 
culturally-prescribed roles. Generally the older and less Anglicized genera- 
tions will be mxe sensitive to violations of macho or dignidad (Quesada, 1976). 
7^ preserve masculine attitudes, clinics should take care not to ask males to 
undress in front of female physicians or nurses. Ttiere should be a special 
sensitivity to the undignified or emasculating perception that some Hispanics 
have toward such procedures as sigmoidoscopy or pubic shaving. Careful explana- 
tion of such procedures, especially by a member of the same ethnic group, may be 
helpful in desensitizing the male patient so that the procedures are not experi- 
enced as damaging to the masculine image. Details on how to examine Hispanic 
patients with minimal embarrassment have been described (Clark, 1970; University 
of Texas Health Science Center, 1977). 

Clinic procedures should reflect an acknowledgment of folk diseases, without 
nececsarily accepting folk cures, so that patients who subscribe to such beliefs 
will be assured that the clinic understands their problems from their point of 
view. Physicians should recognize that choice of folk or conventional medicine 
depends upon the symptoms. They should learn about folk illnesses and treatment 
and determine in each case the patient's views on and use of folk medicine, 
with Hit indicating any negative attitudes toward it. Often a treatment protocol 
can be arranged which satisfies folk medicine without jeopardizing modern 
treatment. 

On an experimental basis, it might be ^rthwhile to assess the role of practi- 
tioners of folk medicine or faith healers as paraprofessionals vorking in a 
scientific primary care center after suitable training. This would provide a 
bridge between mcDdern medicine and ethnic practices for those patients indicat- 
ing use or belief in such practices (Quesada, 1976). Delgado (1979) recommends 
that health-care professionals learn to understand Puerto Rican herbal medicine 
by visiting the botanicas and by involving herbal healers. 

The Department of Family Medicine at the University of California at Irvine has 
initiated an innovative program to train family practitioners to work effec- 
tively with poor Hispanic patients (Mull, 1981). This program involves a 3-year 
residency w?th a predominantly Mexican-American patient load. Residents are 
trained in folk medicine. They work with the patients' conceptions of their 
health problems and integrate modem medicine into folk approaches. 

The belief that illness involves possession by evil spirits may lead to use of a 
curandero or spiritual medium (Galli, 1975). There is a need to reconcile 
F iritual beliefs about illness causation among the patients, the spiritual 
healers, the Catholic church, and the health professionals. Use of priests m 
medical settings might be one way to handle illness in a comprehensive manner. 
The modern holistic health care movement in the middle class has recognized the 
need to treat the L,)iritual and psychological conponents of illness as well as 
the physical. Indeed, in the non-Hisp?nic, non-poor, it is estimated that over 
60 percent of all patients who come for "medical" treatment have problems which 
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are caused primarily by psychological stress. Thus, modern health professionals 
should not be too patronizing when dealing with Hispanic spiritualism, which can 
be interpreted as a valid way of dealing with the spiritual and psychological 
aspects of health in that culture. 

Poor Hispanics, like others in the lower socioeconomic strata, generally have a 
more difficult time coirplying with preventive or long-term treatment recommenda- 
tions. The health-care professional needs to make an extra effort to demon- 
strate the need and efficacy of self-care and self-responsibility for health 
care. Case examples of similar patients might be helpful to get across such 
concepts. 

In surmary, the physician needs to be pt>rsonable, sensitive to family and cul- 
tural needs, and aware of traditional healing and perceived spiritual involve- 
ment. TSiese suggestions apply equally well to physicians serving the majority 
population, although perhaps to a lesser degree. 

Reducing Language/Cotnmunication Barriers 

The need is obvious to have all verbal and written communications bilingual. 
Bilingual personnel are also essential. For over 10 years, Baylor's Department 
of Community Medicine has offered for elective credit two courses in Medical 
Spanish v*iich are well subscribed by medical students. About 65 students take 
one or both of these classes each year. Ihe University of California (Irvine) 
now requires family-practice medical students to take a course in Spanish. 

All assessment instruments should be translated into Spanish using local idioms 
and including local health perceptions and beliefs. Gilson et al. (1980) have 
outlined the procedure they used to translate the Sickness Irnpact Profile. But, 
when giving written materials, care must be taken to determine the literacy of 
each patient. Hiere is a st/ likelihood that a patient who cannot read 
English also cannot read Spa*, 'jr. Thus prescriptions and instructions may need 
to be given to literate family rnembers. The use of pictorial representations of 
self-care procedures may be usefLil. 

Techniques for reducing oonmuni cations barriers have been suggested (University 
of Texas Health Science Center, 1977). These include recognition that the poor 
may have a tendency to express positive attitudes about mcxSem health care which 
may not reflect their true attitudes. 

To reduce further any language barrier, physician-patient jownunications should 
be dialogues for diagnosis rather than one-sided imperatives, because che 
patient and physician may not use the same words for the same meanings of 
disease processes even within the sane language (Kay, 1979). 

Program Deve l opment 

In developing health care programs for poor Hispanics, special care should be 
taken to obtain the information needed to ensure a good matdi between program 
offerings and community needs. Martinez (1980) cautions that (a) standard sur- 
vey research must not be used as the only guideline for development, (b) ooimu- 
nity input and participation is necessary, (c) program information and needs 
assessment must be disseminated to the community and feedback obtained. 
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Evidence for the need to obtain community input has been provided by Alcalay 
(1981). She conpared the perinatal health-care needs of Hispanic vromen as per- 
ceived by health-care experts and the providers and receivers within the ooirniu- 
nity. The health-care experts identified the need for inproved technical 
aspects of perinatal health care. The providers and receivers of the care 
enphasized humanistic needs and the quality of provider-receiver communication. 
The providers believed that patients' negative biases toward medical profes- 
sionals posed a barrier to optimal health-care delivery. The community numbers 
to be served identified the structural aspects of clinic operations as the 
greatest perceived barrier. All of these perceptions need to be taken into 
account to ref inehealth-care strategies. An example of an effort to develop 
more effective programs using community input is reported by Perin (1980). 
Hospital and oommunity personnel collaborated to put on a symposium to develop 
strategies to reduce attitude and language barriers. Hie result was a 
coTTOunity-based clinical site operated in cooperation with a Hispanic services 
center and a medical school. 

Vfe have adhered to these principles in the establishment of a network of commu- 
nity health centers of the Harris County Hospital District in Houston, Texas. 
Each of these centers has an advisory community health council which partici- 
pates in deliberations related to the utilization of the health center, planning 
of new facilities and programs, preparation of budgets, etc. Althoug,h there is 
a limited interest on the part of health center users to be elected to the 
health councils, those who choose to serve provide much useful input to physi- 
cians and administrators of the centers. They help to organize political sup- 
port for obtaining certificates of need or for appropriate allocation of budget 
resources on a conuminity-wide basis. 

Health Educators/CoiMunicators 

In terms of health-message content, there are several subject areas that need to 
be communicated to low-income Hispanics, assuming that knowledge deficits or 
attitudinal problems are partly responsible for suboptimal utilization. There 
is a need to demonstrate the value of preventive action and care. Poor 
Hispanics seem to be less aware of cardiovascular risk factors (Weaver et al., 
1978? Ailinger, 1981). The lower utilization rates for conditions listed in 
Table III, such as chronic cough or excessive vaginal bleeding, also need to be 
targeted in health communications. 

Health communications need to counter the belief in nostrums, pointing out that 
most are for synptom relief only, having only temporary effects, and that 
failure to get proper care can lead to more serious and expensive treatment. 

\hen health communications are designed to lower utilization barriers, marketing 
techniques should be considered. In order to minimize the perception that 
modem medicine is part of the "outside world," messages should be bilingual and 
bicultural. Clinics and hospitals should hold meetings and free lectures, 
demonstrations and examinations in collaboration with existing and respected 
corimunity institutions, such as the churches, in order to gain oonmunity 
acceptance. 

Health messages should be in concordance with cultural values regarding the 
importance of family life, spiritual values, and appropriate sex-role models. 
Guernica and Kasperuk (1982) have elucidated such aspects of marketing to the 
Hispanic community. 



Schultz and Rogers (1981) have developed a nodel for the developnent and evalua- 
tion of videotaped messages for Hispanics. Hiey have taken into consideration 
such factors as realism and Spanish-language comprehension. Videotapes can be 
presented at locations convenient to community residents, and might be excellent 
trigger media to stimulate discussion v*ien shown by Hispanic healtJi-care person- 
nel. Palck (1979) has suggested using churches, local industries, neighborhood 
agencies, and private homes as settings for health education for reaching those 
not reached through ordinary channels. 

Poor people in general are most likely to receive information through 
audiovisual mass media. Gombeski and Moore (1981) found that Mexican Americans 
in Texas reported that television was their second most important source of 
health information after physicians. Hispanics are also likely to listen to 
Spanish-language radio stations, since these are the only media which piravide 
ethnic music (Guernica and Kasperuk, 1982). Such media exposure patterns need 
to be taken into account. 

One innovative idea to integrate health messages into the existing folk health 
information system has been an attempt to train merolicos , or medicine showmen, 
to deliver modern health messages. They could be trained to deliver messages on 
venereal disease, nutrition, family planning, and other topics (Simoni, Vargas, 
and Casillas, 1981). By so doing, these merolicos could act as a link between 
physicians and health-care consumers, using an existing and popular information 
channel. 

The Coranunications Core of the National Heart and Blood Vessel Research and 
Demonstration Center, Baylor College of Medicine, has developed several health 
education programs for the Mexican-American community. As part of its Community 
Health Information Program, several radio and TV public service announcements 
(PSA's) were designed to increase awareness of the problem of hypertension and 
to stimulate remedial action. Message language and culturally-relevant appeals 
were determined through focus groups conducted in the community. Media and 
educational farofessionals from this target group served as content consultants. 
Ihe PSA's were designed to generate audience response via telephone call-in for 
more information. Callers received a brochure explaining hypertension detection 
and treatment. A list of health-care facilities was included. Those exposed to 
the PSA's wre three times more likely to report visiting a clinic for a blood 
pressure check than those vho were not exposed. 

Another project of the Communications Core also recognized the importance of 
radio as a medium for health education oonmunications. In cooperation with a 
Spanish-language radio station in a small town, brief "novel a" or "soap-opera" 
dramas were presented, with cardiovascular risk information interwoven into the 
plots. These messages were coordinated with a "Health Fiesta" held at the major 
Catholic church. At the Fiesta, health professionals gave free screenings for a 
variety of health problems and distributed information on the health care facil- 
ities available. In addition, Mexican foods prepared with lower fat and salt 
content were served, along with the recipes. 

• 

Areas fo r Future Research 

Important research questions remain unanswered mainly because we do not have 
adequate data bases on the volume, type, quality, cost, and effectiveness of the 
health services rendered to Hispanic persons (Vallbona, 1980). Hie following is 
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a partial list of the questions we have formulated throughout the past 10 years. 
The list reflects our biases and the needs that v« have perceived in attempting 
to quantify the health-care needs of low-income urban Hispanics and to implement 
rational community health programs v^ich will meet these needs: 

1 . What is the level of utilization of health services by Hispanic persons by 
specific ethnic origin and socioeconomic status? 

2. What factors lead to underutilization of health services by young and 
middle-age low-income Hispanic males? 

3. What attitudes may be fostered through health-education programs that will 
lead to greater utilization of preventive care? 

4. What is the influence of religious beliefs in the acceptance of 
family-planning methods by young Hispanic women? 

5. How effective is the oonmunication between provider and consumer in the 
face of language and sociocultural barriers? 

6. What is the level of ocsmpliance to prescribed treatment regimens, and what 
are the obstacles to achieving good compliance? 

7. Can visiting-nurse home services be effective in complementing the services 
rendered in primary-care centers? 

8. How can poor appointment-keeping behavior be favorably modified? 

9. Vtiat is the extent of folk-medicine utilization among Hispanics of various 
ethnic and socioeconomic groups? 

10. Can networks of folk healers be described, and can they be integrated with 
the scientific health-care system? 

11. Vtiat motivating factors can be fostered a.-ong low-income young Hispanics to 
enter health careers? 

12. Vtiat factors have led to better integration of Hispanic physicians in 
professional organizations than has been the case of Black physicians? 

13. Is there a desire to maintain a Hispanic identity on the part of the 
ever-increasing nonber of young Hispanic health-care professionals? 

14. Will there be any difference in the acceptan' 3 of oost-containment policies 
between Hispanic providers or oonstners? 

15. Can Hispanic paraprofessional health workers be trained to promote 
preventive health practices in low-income Hispanic neighborhoods? 

We must start making provisions for improved docunentation of the ethnic and 
socioeconomic characteristics of Hispanic users of our health care systems. W6 
must use precise criteria for the specific identification of these users in 
order to develop the data bases needed to answer the above questions. We must 
conduct prospective and retrospective studies to impart validity to 
newly-aoquireJ knowledge and to ensure transferability of experimental community 
health programs that have proved to be effective in certain environments. 
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"Obstacles to Hispanic Health Manpower Developnent" 

Pedro J. Lecca, Ph.D. 

the University of Texas at Arlington 

Arlington , Texas 

Hispanic health manpower development issues have been raised only recently by 
the pitolic and private sectors, largely as a result of growing awareness of this 
population's health needs and programmatic issues arising from the rapid 
increase and diversity of the Hispanic population. It was only during the 
second half of the 1970's that the public sector began to examine the needs of 
our ccmnunity and their relationship to health delivery and health manpower 
develocment. The area of critical importance, and probably the cornerstone of 
adequate planning, development and delivery of moat health programs, is Hispanic 
health manpower development. It is amazing that we have taken so long to recog- 
nize the dificiency. However, we are here today to examine how we can fill this 
void. 

Hispanics constitute a rapidly-growing segment of this Nation's population. 
According to the 1970 census, there were 9.6 million persons of Hispanic origin 
in the United States. Ihe 1975 population reports recorded an increase to 11.2 
million. The 1980 census reports a count of 14.6 million persons of Spanish 
origin (U.S. Census of Population and Housing, 1980). Other estimates, which 
take into consideration census undercount, increase from births, and legal as 
well as undocumented immigration, indicate that probably more than 23 million 
Hispanics live in the United States today. Furthermore, statistics shew that 
they are the 'fastest growing ethnic group, and it is expected that by the year 
2000 the number of Hispanics will be somewhere between 26.5 and 55.3 million. 
Even by moderate estimates, they will become the largest ethnic minority in the 
United States within the next 25 years (Macias, 12977). 

Socioeconomic Ccmsiderations 

Hispanics are largely urban dwellers. Approximately 84 percent of them reside 
in metropolitan areas, particularly in central cities. One out of every tvfo 
families of Hispanic origin lives in the central city of a metropolitan area, 
conpared with one out of every four families in the general population. 

Hispanics are the youngest of all ethnic groups, with a median age of 20.7 
years, conpared with 28.6 years for the general population (U.S. Census, 1976). 

The Spanish language continues to be a most significant aspect of Hispanic cul- 
tural heritage. Some studies indicate that more than 80 percent of Hispanics 
report Spanish as the mother tongue, v*iile 20 percent report difficulty with 
English (President's Commission on Mental Health, 1978). 

Status of Hispanic Health Manpower Development 

Many individual cases of successful entry into the health manpower pool by some 
Hispanics could be cited here. However, our purpose is not to find out about 
this increment but to analyze the larger picture—the impact that the total 
health manpower development programs have had on developing Hispanic health 
manpower. 
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statistics are unclear, due to an overlap between population groups, a 
nondefinition of Hispanic or Spanish-sumained, and a lack of a centralized data 
bank on Hispanics. 

Some divisions within the National Institute of Mental Health have provided some 
data. Por exairple, in 1972, 23 Hispanics were enrolled in research training 
programs, or 1.4 percent of a total of 1,652 persons enrolled? in 1974, 34 
Hispanics ware enrolled, that is, 2.1 percent out of a total of 1,605. 
Hispanics are also underrepresented in the major health professions, 

TABLE I 

Hispanic Representation in the Major He alth Professions 



Profession 

Medicine 1974-75 
Dentistry 1974-75 
Optometry 1971-72 
Pharmacy 1974-75 
Podiatry 1971-72 
Veterinary Medicine 

1971-72 
Nursing 1972-73 



Spanish Sumamed 


White 


638 (1.2%) 


47,994 


210 (1.1%) 


18,122 


30 (1.0%) 


2,887 


278 (1.3%) 


20,401 


5 (0.4%) 


1,227 


23 (0.4%) 


5,067 


3,638 (1.9%) 


176,138 



Source: Minorities and Wbmen in the Health Field, 1977, 



Vtien comparing these statistics with the total population, a clear discrepancy 
is evidenced between Hispanic manpower development training and the total 
population in the various programs. 

The same underrepresentation discrepancy remains in the lower status health 
professions. 



TMLE II 

Hispanic Representation in Selected Health Care Occupations _ 



Occupation 

Clinical Laboratory Tech. 
Cental Assistant 
Dental Hygienist 
Dental Laboratory Tech. 
Dietician 

Health Administrator 
Lay Midwife 
Nursing Aide 
Practical Nurse 
Radiology Technician 



Hispanic American 



4,781 
3,150 
162 
1,825 
1,149 
1,122 
79 

29,312 
8,795 
1,994 



(4.0%) 

(3.5%) 

(3.5%) 

(6.8% 

(2.9%) 

(1.3%) 

(8.4%) 

(4.1%) 

(3.7%) 

(3.8% 



Total Population 

118,264 

90,497 

17,457 

26,810 

40,225 

84,461 
941 
723,576 
235,546 

52,566 



Source: Health of the Disadvancaged Chart Bo ok No. II, DHHS, 1980, 
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The only occupations in which Hispanic representation is above their proportion 
in the general population are dental laboratory technician and lay midwife. 

A significant factor in meeting the health care needs of Hispanics is the number 
of Hispanics who have been trained in the health care professions. A review of 
trend statistics indicates that Hispanic enrollment in schools of health 
professions, as inadequate as it is, has remained relatively stable over the 
past several years, except for enrollment in medical schools v*iere there has 
been a steady percentage increase. 



TABLE III 

Hispanic Enrollment in Selected Health Professions Schools 
by Profession and Year: 1971-72 through 1978-79 



Year 


Ottaopathlc 

Hadldne 


Dentistry 


Vatarlnary 

Hcdldna 


Optometry 


Phamacy 


Pfidlstry 


MurslnK 


1971-72 


19 (0.8Z) 


93 (0.5Z) 


23 (0.4Z) 


30 (l.OX) 


203 


(1.2X) 


5 


(0.4X) 


MA 


1972-73 


18 (0.7Z) 


132 (0.7Z) 


20 (0.4) 


43 (1.3Z) 


254 


(1.4X) 


10 


(0.82) 


NA 


1973-74 


12 (0.4S) 


185 (l.OZ) 


28 (0.5%) 


47 (1.3Z) 


343 


(1.7Z) 


9 


(0.6X} 


MA 


1974-75 


12 (0.4Z) 


225 (I.IZ) 


35 (0.6Z) 


NA 


278 


<1.2X) 


14 


(0.7S;) 


3,237 


1975-76 


23 (0.7X) 


263 a.2Ti) 


NA 


55 (1.4Z) 


339 


(l.SX) 


18 


(0.9Z) 


3,837 (1.5%) 


1976-77 


27 (0.7X) 


293 (1.4Z) 


37 (0.6Z) 


46 (I.IZ) 


353 


(i.SX) 


14 


(0.655) 


NA 


11977-78 


NA 


330 (0.8Z) 


MA 


55 (1.3Z) 


360 


(1.5X) 


21 


(0.9Z) 


MA 


1978-79" 


HA 


414 (1.9Z) 


MA 


66 (1.5Z) 


376 


(1.6X) 27 


(l.K) 


NA 



Source: Health of the Disadvantaged, Chart Book No. II , DHHS, 1980. 



While enrollment has not increased significantly in the health professions 
listed above, there has been a steady increase in the number of Hispanics who 
are enrolled in colleges of medicine. 



TABLE IV 

Enrollment in Schools of Medicine in the United States 
by Ethnic Cateogry: 1968-69 through 1979-80 



Academic Year 



Hispanic American 



White American 



1968- 69 

1969- 70 

1970- 71 

1971- 72 

1972- 73 

1973- 74 

1974- 75 

1975- 76 

1976- 77 

1977- 78 

1978- 79 

1979- 80 



118 
196 
328 
451 
619 
1,224 
1,473 
1,645 
2,050 
2,265 
2,512 



62 



(0.2%) 
(0,3%) 
(0.5%) 
(0.8%) 
(1.0%) 
(1.2%) 
(2.3%) 
(2.6%) 
(2.8%) 
(3.4%) 
(3.6%) 
(3.9%) 



34,558 
36,060 
37,944 
40,578 
43,448 
45,911 
47,580 
49,457 
50,978 
52,779 
54,617 
55,672 



(96.4%) 
(95.7%) 
(94.3%) 
(93.0%) 
(91.7%) 
(90.5%) 
(88.8%) 
(88.6%) 
(88.3%) 
(87.9%) 
(87.8%) 
(87.3%) 



Source: Health of the Disadvantaged, Chart Book No.__n, DHHS, 1980. 
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Vhen medical school enrollment figures of Hispanics are compared with those for 
whites, the increased matriculation by Hispanics practically equals the 
decreased percentages for whites. In fact, Hispanic enrollment has increased 
during the past 6 or 7 years, yet Hispanic representation in all of the health 
care professions is considerably below expectations when compared with 
representation in the general pcpulation. 

Health Status of Hispanics 

A major problem is the lack of health providers (white and non-white) to handle 
the many health problems present in Hispanic communities. Rudov & Santangelo 
(1978) indicate the following: that a non-white is more than three times as 
likely to die of hypertension as is a white of the ssmi age group, 60 percent 
more likely to die of cerebrovascular disease, and almost fc»ur times as likely 
to die of hypertensive heart disease; that non-whites are twice as likely to die 
from diabetes and four times as likely to die of chronic kidney disease; and 
that non-whites suffer nearly four times the amount of narcotic drug abuse, have 
a 40 percent greater likelihood of psychiatric hospitalization, and have twice 
as much speech inpairment and 60 percent more severe vision impairment than 
whites. 

Vital statistics provide an objective measure of health status; however, an 
equally important measure is the status of health as perceived by the 
individual. 



TABLE V 

Self-Report of Selected Health Characteristics 
According to Ethnicity, 1976-77 



Ethnicity 


Population 
in 

thousands 


Health Status Limitation 

Reported of 
Fair or Poor Activity 


Some Form 
of Health 
Insurance^ 


Restricted 
Activity Bed 
Days2 Days^ 






Percent of 
Population 




Number Per Person 
Per Year 


Total 


211,400 


12.3 13.9 


88.6 


18.0 7.0 


White 


160»129 


11.0 14.0 


90.8 


17.6 6.6 


Hispanic 


11,913 


12.8 9.1 


75.7 


16.7 7.8 



1. Includea private Insurance & medlcarc/medlcald. 



2. Includes bed days, work loss days and other restricted-activity days. 

3. Bad days are a subgroup of restricted activity days. 



Source: Hea lth of the Di s advantaged , C hart Book N o. II, DHHS, 1980. 



Hispanics perceive themselves as being in fair or poor health more frequently 
than individu'ils in the total population ye^^ re less likely tc have insurance 
coverage and inore likely to continue to work in spite of their perceived health 
status. 

These and other conditions will continue to mount as long as obstacles to 
Hispanic health manpower development continue unchallenged. 
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Bureaucratic Obstacles 



Federal, State, and local governments allocating assistance for various programs 
use parameters on the basis of demonstrated need. The size of the population to 
be served and its social and economic characteristics are recorded in the census 
figures. The Bureau of the Census, however, acknowledges the probability that 
an undercount oould affect adversely the allocc^cion of Federal funds to 
Hispanics in major urban centers. Many federally-assisted programs are designed 
to aid disadvantaged persons. Federal programs need social and demographic data 
to identify the needs of disadvantaged communities. In order to devise remedies 
where deficiencies in health manpower development can be corrected, it is essen- 
tial for Federal agencies to have, or develop, accurate data on the race and 
ethnic origin of the intended beneficiaries. 

Health Professional Obstacles 

ttie she: tage of health professionals qualified to provide services to the 
Hispanic population has been well documented. Tto be effective health practi- 
tioners serving a Hispanic population, the practitioners must have a thorough 
understanding of, and a sensitivity to, the linguistic and sociocultural charac- 
teristics of this population. These characteristics and sl:yles are foreign to 
the typical health professional, creating a situation which handicaps the 
service providers, alienates those most in need of professional help, and often 
results in ineffective and inefficient utilization of our health manpower pool 
(President's Commission on Mental Health, 1978). 

It is obvious that an increase in Hispanic health manpower development programs 
is of critical importance. Public policies in this area need to be reexamined, 
and adjustemnts in the allocation of funds in manpower development require 
further evaluation. 

Hispanics remain severely underrepresented in most, if not all, levels of man- 
power development. Tlie supply of qualified professionals continues to lag 
further behind the increasing demand for services. 

Obstacles in Priority Setting 

Most, if not all, the Health and Human Services departments/divisions develop 
annual forward plans based on predetermined goals and priorities. Uiese priori- 
ties come from an array of sources? most come from research and data sources 
accumulated and analzyed during the prior year. But where there is little 
research and a vacutgn of information on actual need, only "guestimates" can be 
made. The situation is aggravated when setting priorities for the Hispanic 
pqpulation is attenpted. 

Two years ago, an interregional health resources team, of vAiich the sanior 
author was a member, was charged with the responsibility of determining priori- 
ties based on needs.', and to no one's surprise health manpower development was at 
the top of the list. 
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Obstacles of Misinterpretation of Supreme Court Decision 



Hie Supreme Court's far-reaching Bakke decision is likely to become for years to 
cone one of the Nation's favored intellectual exercises. We believe the only 
winner in this case was Mr. Allan Bakke, who was admitted into medical school, 
losers in the short run are the minorities, v*io were making inroads in health 
manpower developnent through legal affirmative action programs, and who in all 
probability will see years of progress coming to a slow crawl, simply because 
critics of these programs believe that the Court's middle-of-the-road position 
merely encourages more reverse discrimination suits. 

Other Obstacles to Hispanic Health Manpower Development 

Obviously, many obstacles can be cited. Let us mention just a few, such as 
legislative obstacles, that is, laws that are enacted usually for aggregate 
racial groups, leaving the ominous task of allocation of few resources to 
misinformed staff. 

The media has been an obstacle at times, by not accurately portraying the plight 
of Hispanics and their health needs and by developing in isolation their own 
n^wswarthy priorities. This is not to say that public TV at times has not done 
sane commendable wsrk. 

COTClusions 

The solution to removing these obstacles is no easy tak and probably requires an 
ongoing process of communications and receptivity to the needs of Hispanics. 

Public officials have a tremendous responsibility v*ien developing guidelines and 
plans to implement laws from Capitol Hill to assure that Hispanic needs are 
fully examined, and that efforts be made to obtain information when it is 
lacking. 

Hie easy solution wDuld be to provide more funds for health manpower develop- 
ment, but I believe an issue of this magnitude requires an assessment of present 
priorities and a reallocation of existing resources. 

REFERSNCES 

1. Macias, R.P. U.S. Hispanics in 2000 A. D. : Projecting the Number. Agenda, 
1977, 7, pp. 16-20. 

2. Padilla, A.M., & Ruiz, R.A. Latino Mental H ealth; A Review o f Literature . 
DHEW Publication No. (HSM) 73^^9lT3, Washington, D.C.: U.S. Government 
Printing Office, 1973. 

3. Itodov, M.H. , & Santangelo, H. Health Status o f Minorities and L ow Income 
Groups - U.S. DHEW Public Health Service Heal tFTResource Administration. 
(Office of Health Resources Opportunity) Washington, D.C. 1978, 

4. U.S. Department of Health, Education, and Welfare. Heal th of th e 
Disadvantaged . Chart Book. DHEW Publ. No. (HRA) 77-628. Washington, D.C: 
U.S. Government Printing Office, 1977. 



ERIC 



43 

36 



5. U.S. Department of Health & Hunan Services. Health of the Disadvantaged . 
Chart Book-2. DHHS Publ. No. (HRA) 80-633. V«ashington, D.C.: U.S. 
Government Printing Office, 1980. 

6. Report to the President's Commission on Mental Health , Vbl. III. 
Washington, D.cTi U.S. Government Printing Office, 1978. 

7. U.S. Department of Health, Education, and Welfare. Minorities and Vxen in 
the Health Field . Washington, D.C.: U.S. Government Printing Office, 



44 

37 



"Asessing Progreun Strategies for Recruiting Hispanic Talent" 
Miguel A. Medina, Ph.D. 

University of Texas Health Science Center at San Antonio 
San Antonio, Texas 



There is emple evidence that far too few Hispanic health professionals are ciar- 
rently being trained to meet the health care needs of the Nation. Allow me to 
simply cite a few exanples v^ich will point this out. It is estimated that 
there are approximately 16 to 20 million Hispanics in the United States, or 
about 65 percent of the total population. Conqprised primarily of Mexican 
Americans or Chicanos, Puerto Ricans, and Cubans, it is currently the most 
rapidly increasing minority group in the U.S. Enrollment data from 1981 show 
that Hispanics made up (»ily 3.0 percent of the total enrollment in medical 
schools, 2.0 percent in dental schools, 1.5 percent in pharmacy schools, and 
6.4 percent in public health schools, the last being the only one v^ere parity 
is e^parent. ot the 2^)proximately 800 Mexican-American physicians practicing in 
the United States, about 70 percent have graduated from medical school since 
1972. 

Several reasons have been offered for the snail nunber of Hispanics applying, 
entering, and coirpleting health profession schools. These include: lack of 
role models, inadequate counseling in high sdiool and college, poor academic 
preparation, lack of money, lack of family support, certain cultural elements, 
and language difficulties. Programs vAiich address these problem areas have been 
instituted in middle, secondary, undergraduate, and health profession schools 
and have been primarily ocmcemed with identification, motivation, recruitment, 
admission, and retention of students. Programs with large nunbers of Hispanic 
participants are found in three general areas of the country: the Southwest 
sector, consisting of Texas, New Mexico, Colorado, Arizona, and California, 
where the majority of the Mexican-American population is located; the 
New York-New Jersey area and Florida, which contain a large Puerto Pican and 
Cuban population. However, one must not overlook the fact that large numbers of 
Hispanics are also found in most major cities throughout the United States and 
participate in programs in these areas. 

Program strategies have included the use of faculty and students from colleges 
and health professi(X) schools to provide information regarding admissions and 
various health career fields; staging of "health fairs," "health career days," 
and the formation of "health clubs"; career and psydiological counseling; 
academic tutoring; teaching of study skills; financial aid information; tutors 
of health care and health school facilities; sunmer laboratory or clinical 
preceptorships and sunmer reinforc«nent projects for upper-level preprofessional 
' undergraduate students. 

Involvement of the parents in many of these activities is an essential part of a 
project's success. The use of faculty and student role models is also extremely 
effective. Teachers and counselors offer a good resource for identification of 
potential Hispanic health professional students. However, I must point out a 
problen which I have personally encountered in working with secondary, under- 
graduate, and professional school faculty. Often this group must be educated to 
the concept that it is not only the "superminority" student v*io already stands 
out as being a motivated achiever who should be identified. They must also look 
for those students who have a potential v^ich needs to be nurtured and devel- 
oped. In this respect, many of us have been appalled at the poor counseling 
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offered to students. This may be due bo a lack of information, an overburdening 
of the counselor with administration and test duties which do not allow for any 
personal counseling, a preconceived notion regarding what constitutes a siiccess- 
ful student, or a general lack of interest. 

Particularly sucoesful programs are those in v^ich an undergraduate institution 
may be part of a school system which has a variety of health professions 
schools. A cooperative agreement may be arranged to provide the students with 
opportunities to visit these schools and meet with faculty and students. Often 
these health professions schools are also willing to interview the program 
participants, and many of them are admitted because of this close collaboration 
between the institutions. 

Also successful are sumner reinforcement programs at health professions schools 
v^ich enroll propsective applicants and provide them with enrichment courses in 
the sciences, English, reading, and study skills, as well as an opportunity to 
meet and observe students and faculty in the school. Many of the sumner courses 
follow the Scone format and content as that offered in the first year of a health 
professional school. Ihese types of summer programs not only provide academic 
reinforcement for the student, but also allow them to become familiar with the 
sdxx>l environment. 

Let me briefly identify a few of these programs. The Health Career Opportunity 
Program (HCOP) sponsored by the Office of Health Resources Opportunity (OHRO), 
Health Resources Administration, supports programs designed to increase the 
nunber of disadvantaged students, particularly minorities, into schools of medi- 
cine, osteopathy, dentistry, veterinary medicine, optometry, and pharmacy. 
Projects funded for this purpose range from the identification and distribution 
of career infonnation to senior high school and undergraduate students to reten- 
tion activities for students already enrolled in health professions schools. 
Many of the programs follow the formats previously described for the simmer 
reinforcement programs. 

The Minority Biomedical Research Support Program (MBRS) sponsored by the 
Division of Research Resources of the National Institutes of Health supports 
research projects in universities and colleges with a substantial minority 
enrollment. Although this program is directed primarily towards increasing the 
niinber of minorities in biomedical research, it also provides an opportunity for 
these groups to inprove their academic training and research ability, thereby 
making them more competitive for admission to health professions schools. 

Ohe Minority Access to Research Careers (MARC) sponsored by the National 
Institute of General Medical Sciences of NIH provides funds for advanced scien- 
tific training of minority faculty. This improves the scientific capability of 
the faculty to train students at minority institutions, and enhances the proba- 
bility of their acceptance into healtli professions schools. Ihis office also 
honors a MARC program for gifted minority students in undergraduate schools with 
predominantly minority enrollments. Ihe program will sponsor enrichment courses 
and laboratory research, thereby also increasing the students' ability to 
compete for admission. 
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Hie Graduate and Professional Opportunities Program, s ministered by the Bureau 
of High and Continuing Education, funds institutional programs developed to 
increase the number of minorities enrolling and coirpletinq a master's or 
doctoral degree in underrepresented areas. Students who receive advanced 
degrees in science under this program vould also be in a better situation to 
oc»i|)ete for admission to a health professional school. 

T*ie Biomedical Sciences Program (BSP) sponsored by the Office of Education funds 
activities which strive to motivate minority high school students into bicsnedi- 
cal research or health careers. This program is somewhat unique in that it pro- 
vides funding over a 5-year period for projects whidi begin with 8th-grade 
students. Thus a student may be involved in a program from the 8th through the 
12th grades. This is one of the few national programs that work with students 
during their early years in secondary school. 

Financial aid for students is provided by the Office of EkJucation through a 
variety of well-known programs, such as the basic educational opportunity 
grants, the college work-study progrem, and others. Various national profes- 
sional health organizations, such as the American Medical Association, the 
National Medical Association, and the American Dental Association, also grant 
scholarship funds for disadvantaged minorities. Funds for projects to increase 
the ntinber of disadvantaged minorities in health professions, or scholarship 
aid, are also available from private foundations, such as the Robert Wx)d 
Jdinson Foundation, the Joshua Nacey Foundation, and others. 

There have been twD recent reports dealing with an assessment of what consti- 
tutes a successful program for recruitment and admissions of ndnority applicants 
in health professions schools. Both state en¥>hatically that the projects v^ich 
had strong backing from an institution were more successful. Acceptance and 
success of a program was also greater if the project director was a faculty mem- 
ber with conmittee membership on admissicms, promotions, academic affairs, etc. , 
and active in State and national professional organizations. Furthermore, such 
a person was able to exert informal influence and provide a wider exposure of 
the program to the educational institution than a project director without 
faculty rank. The formation of institution-wide oomnittees or support of such 
conmittees for a project also aided in the acceptance and success of the proj- 
ect. Clearly-voiced support from the dean and financial commitment by the 
school were also oeneficial factors. Both reports concluded that underrepresen- 
tation of minorities existed and that stronger recruitment efforts were needed 
to increase the nimber of applicants. 

At this point I wc'ild like to interject two pers(xial observations regarding my 
own personal e>^riences in these types of programs. Programs involving high 
school students or undergraduate students are more successful if they utilize 
other undergraduate or iiealth professional students as role models. If these 
students are Hispanics or graduated from the same high school or college, the 
rapport between the students is enhanced and the objectives of the program are 
more easily achieved. High school students appear to relate much better to 
college and professional school students than to faculty. Furhermore, they seem 
to be more iitpressed and enthusiastic about the advice given to them by other 
students regarding health careers. 
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Anecdotal material provided by Hispanic students as to how they made it through 
the system and are now in college or pursuing a health career appears to be an 
excellent stimulus to younger students. However f one problem is the small num- 
ber of Hispanic student role models available to work in a program. High school 
students will relate to nonminority students, especially if the program activi- 
ties require them to spend considerable amounts of time together. One of the 
interesting aspects of the use of nonminority students is the fact that their 
involvement sensitizes them to the educational and health care problems of 
Hispanics. Many of them become avid cidvocates of minority programs once they 
have worked in them. 

My second observation concerns the once- or twice-a-year "Health Career Days" or 
similar projects without any effort at an adequate follow-ip or contact by the 
schools or faculty members. Such efforts are not successful recruiting tools. 
The lack of reinforcement, both at home and at sdiool, does not provide an 
environment for most Hispanic students to develop their motivati<xi or potential 
to enter a health career. Unless contact or information is provided throughout 
the year, t^te student will lose interest. 

What has been the success of these programs in terms of their national inpact on 
increasing the number of Hispanic health professionals? Perhaps the easiest, 
and also perhaps the most naive, way of measuring this is to evaluate the 
enrollment, retention, and graduation trend of Hispanics in health professions 
sdiools during the past several years. 

Most of the programs directed at effecting such an increase have been in exis- 
tence since 1971. Statistical data for the number of Hispanics applying, 
admitted and graduated from health professions schools is adequately documented 
only for medical, dental, pharmacy and public health schools. If we use cmly 
the data available for these schools, we find that there has been, until now, an 
increase in the nunber of Hispanics admitted and graduated from these sdiools. 
However, except for the Hispanic enrollment in school? of public health, this 
group is still underrepresented in spite of increased enrollment, since it ocm- 
prises roughly 2-3 percent of the total enrollment in medical, dental or phar- 
macy schools, while 6 percent of the total peculation is classified as Hispanic. 

A contracted r^^rt prepared for the Bureau of*' Health Manpower states: "Hie 
underrepresentation of most bilingual/bicultural minorities in medical schools 
seems due, at least in part, to the very small size of the applicant pool from 
these groups." The total number of Mexican-American and Puerto Rican applicants 
to medical school in 1975-76 very closely approximated the acceptance rates. 
That is, these groups conprised 2 percent of the total applicant pool and about 
2 percent of the final enrollment figure. 

Examination also reveals that retention of Hispanic students is also rising 
probably due to increased academic supportive services available to these stu- 
dents, r^trong minority programs backed by the administration and faculty, and 
development of new teaching strategies. The report further states that 
"....minority recruitment programs must tackle coirplex, pervasive obstacles, 
reaching far beyond the province of the health professions schools, the programs 
will undoubtedly have to continue for many years before any impressive changes 
in the statistics show up." 
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National figures show that the applicant pcol for all minorities has been 
decreasing over the past 2 years. Ihe question vge ma" ask is: why and what can 
be done to reverse this trend? The Bureau of Health Manpower Report states: 
"If sufficient bilingual/bicultural health professions are to be trained to pro- 
vide the health care needed by minority groups, a concerted effort must be made 
to recruit more bilingual/bicultural applicants to health professions schools. 
Health professions schools, supported and provided by the Federal Government, 
need to make strong minority recruitment efforts. Hiese efforts should put 
greater emphasis on bilingualA>icultural minorities, who have received 
inadequate attention in past minority programs." 

One strategy for increasing the pool of Hispanics into health professions 
schools is early academic preparation and motivation. Many of the Hispanic stu- 
dents are lost because they either drc^ out of school or receive inadequate 
counseling and motivation to prepare themselves academically to continue their 
education into a health career. It is inperative that identification of these 
students be done as early as possible. 

I would suggest that elementary school would not be too early. Middle schools 
are certainly fertile grounds, but the later years of secondary education are 
too late for most because of the academic preparation v*iich students should have 
in order to continue the undergraduate training required for entrance into a 
health career or a health professions school. Students v^o face the prospect of 
having to take remedial or noncredit courses in undergraduate school, due to the 
fact that they do not have the required courses or receive poor academic prepa- 
ration or inadequate counseling, are frustrated and often either do not enter 
college or choose a field which does not require the scientific preparation of a 
health career. 

Data indicate that most Hispanic students v*io drop out of school do so between 
the 7th and 10*:h grades. Thus we are looking at the survivors of the system 
when we work with pupils who are juniors or seniors in high school, and at the 
"cream of the crop" for those who are in college. Interestingly, the Health 
Career Opportunities Pfogram administered by OHFD is one of the principal fund- 
ing sources of programs directed towards increasing the nunber of disadvantaged 
minorities into the health professions. Yet, because of limited funding, it has 
had to eliminate programs which work with students below their senior year in 
high school! 

Programs of this type should begin in the earlier grades. Our educational 
system has already recognized the importance of early career training. The 
Office of Education has encouraged career education in kindergarden. Why then 
can WB not have health career programs which begin at the fourth or fifth 
grades? Such programs should involve cooperative efforts between school dis- 
tricts, undergraduate schools, and/or health professions schools. It is obvious 
that these would be long-term projects and therefore not as popular or palatable 
to many who wish to see more immediate results. I am also well aware of the 
problems of obtaining legislative approval for such long-term projects. 

There are many who feel that it is not a shortage of Hispanic applicants that is 
maintaining an underrepresentation of this group in the health professions but 
that the problem lies with admissions criteria used by the schools. Ihis is 
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certainly a legitimate arqament. I have served on admissions ooninittees long 
enough to realize that an applicant's grade point average and aptitude scores 
ar-* strong factors used to evaluate the acceptability of a student. Hiis con- 
tinues despite the large ninnber of articles published in scientific journals by 
nonminority health educators showing that there is no correlation between grade 
point average or aptitude scores and a student's academic or clinical perfor- 
mance. It has been the experience of our institution that students v^o are 
accepted with average or somewhat below aptitude test scores but with a grade 
point average close to 3.0 have minor academic difficulties. 

Admissions criteria certainly should be examined in terms of evaluation of other 
factors besides acad^ic qualificaticHis for admissions. I believe that strong 
and successful Hispanic minority admissions programs at health professicxis 
schools require the presence of Hispanic faculty at the institution. Hispanics 
with good academic credentials who hold tenured faculty or administrative posts 
are in a better position to wield influence on deans and committees. Unfortu- 
nately, the ntnber of Hispanics on health profesisons sdiool faculties is 
extranely anall. Por exanple, ws have estimated that in the seven medical 
schools in Texas there are less than a dozen Mexican Americans appointed as 
full-time faculty. It is hoped that programs such as the Minority Biomedical 
Support Program and Minority Access to Research Careers Program will produce 
more Hispanic basic scientists who will take faculty positions at health 
professions schools. 

I believe we must have both long- and short-term goals in order to increase the 
nunbers of Hispanics into health care delivery. However, one should be aware 
that the recent Bakke decision will make it much easier for schools to continue 
their already weak or practically nonexistent affirmative action admissions 
policies. The argument of "we should admit only qualified applicants," with 
qualified being defined according to the traditional academic concept, will 
continue to be debated and used. 

If Hispanics cannot receive help to eliminate some of the obstacles which arrive 
early for them in their presecOTidary education, then we will be faced with the 
same pcdDlOTs of having to provide renediatic»i for the meager handful of high 
school graduates who still retain some motivation for a health career. Such a 
situation will hardly help to increase the applicant pool. 

I would like to close with a quote frcm a paper presented by Casaventes, at the 
American Association for the Aclvancentent of Science in 1972, which states the 
basic concept of early preparation: "With the idea of becoming a professional 
person firmly in mind, the course of a student's life in the precollege period 
is radically altered, or to put it in another way, the idea to become a profes- 
sional must usually be internalized by the student long before he or she enters 
professional school. Ihe course of studies to be diosen, the ancillary reading, 
the informal interest — in science, or music, or education, or in connerce — begin 
years before the degree is granted." 
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I have a firm belief that health is a "human right" for all Americans — rich or 
poor. Secretary Joseph A. Calif ano in a recent address bo the Wbrld Health 
Organization addressed this point as he stated: 

"... a simple belief, that is also a central tenet of the Wbrld 
Health Organization: that a decent standard of health is a fundamental 
human right, for the world's poor no less than for the rich. . . . 
this. . . conviction (should be) vroven into the policies of the 
government ... a government renewing its ooitinitments to human rights 
and human well-being." 

A general overview of socioeconomic conditions indicates that in all probability 
health services are underutilized by Hispanics. The development of strategies 
to promote greater utilization of available health services is necessary, as it 
is inportant to develop more oonprehensive health systems. 

Given the larger nunber of members per family, of Chicano and Puerto Rican fami- 
lies in particular, and the fact that less than 50 percent of this population 
group have oonpleted high school, and the correlation of this fact with a higher 
standard of living, these groups truly fit the definition of "working poor." 
Not only do we underutilize health services, but we underutilize almost all 
social and human service programs. Hie working poor Hispanic is further victim- 
ized by the very low level of labor union participati<»i, thereby not having the 
benefit of union-sponsored health plans, and even further, by not being able to 
afford adequate private health insurance plans for their families. 

Perhaps if vte use the socioecmomic conditions among Chicanos in South Texas as 
an example, we can begin to see how conditions which affect the quality of life 
can directly influence the utililzation of health care services. In its 1977 
report on the health of Mexican Americans in South Texas, the Lyndon B. Johns(xi 
School of Public Affairs offered many dramatic examples of the poverty that many 
Chicanos endure. I will touch on their findings only gienerally. Population and 
fertility data suggest that specific programs such as maternal and child care 
programs will need to have a greater impact on Chicanos. In fact, one oomnnent 
from the report should be of interest, "... the (population) pyramid for 
Chicanos resembles those of developing countries v^ere there has been a marked 
decline in infant and child deaths and where fertility has not yet been reduced. 
In such populations, the number of people is increasing rapidly, median ages are 
falling, and youth and total dependency ratios are high." 

Basically, the report comments on the extreme poverty that exists in South Texas 
and on the relationship between poverty and health status. The report points 
out that people with low income become sick more often and that they are less 
likely to seek medical help. In some counties of South Texas the percentage of 
Chicano families under poverty is astronomical. Chicanos here are among the 
poorest in the Nation, and wide disparities exist between ethnic groups. The 
mean family income of Chicanos is slightly over 50 percent that oif Anglos; and 
in non-SMSA counties it is nearly half that of Anglos. Per capita income 
differences are even greater: Chicanos have less than 40 percent the income of 
Anglos overall. 



Ttie Lyndon B. Johnson School of Public Affairs report cites other dreadful 
statistics regarding unemployment, housing, and sanitary facilities and 
sunmarizes healtl-i and poverty-related problems as follows: 

— TJie low income of many Chicanos gives them less money for medical 
services. Lack of funds may require the foregoing of medical services or 
reliance on assistance from ottiers (e.g., family, friends, charities, or 
pjblic funds). 

— The lade of formal ecJucation enong many Qiicanos suggests that they are 
less likely to he aware of and practicje madem preventive health care. 
The low income of Chicanos makes the practice of preventive health care 
difficult. 

— Tlie crowded housing and lack of basic services, such as water and treated 
sewJirs, results in a <)reatei: potential for some forms of communicable 
diseases ainong many cfiicaniDS. Lack of these facilities also makes 
preventive healtli practices diffic ^It. 

Consequently, a si'Stem of health care delivery, incliKling preventive health ser- 
vices and health education, which is designed for relatively well-educated and 
middle-income Anglos, will prbably not meet the needs of low-income Chicanos. 
Rather, the design of tl"te cipproptiate health system must be predicated upon the 
health risks and health needs which exist in the population and built upon what 
currently exists. 

Vfe agree with the teco<inition of the authors of ttie report, as noted in their 
closing renarks, that b.a pcograntts in these areas of Chicano population concen- 
tration should )x: design 2d with the existing health needs in mind and with the 
active involvement of th\ residents. This element is worthwhile mentioning 
several times. Bilingualylbicultural health education pra3rams should take a key 
role in increasing the kno4edge about health and health resources among 
Chicanos. But these effort.^ will be minima], compared to the level of need and 
resources required to ifr^et those health needs, not only in South Texas but 
throughout the Soutliwest and tll-ie Nation where Hispanics reside. 

There are marked differences in cause's of death between Hispanics and Anglos 
which speak against the mere replication of preventive health efforts an*.^ for 
the need for Hispanics to p&rticit>ate in the planning, development, and monitor- 
ing of preventive programs and health care delivery in general. Of concern to 
us is their f indiing that "Mexican Americans appear to be dying of a relatively 
broader spectrijn of ailments and cx>.nditions than are Anglos." 

It is apparent from reading this report that the picture is the same for 
Hispanics throughout the aountry, and that a great many public and private 
resources must be marshalled and targeted towards Hispanics. This is a critical 
point if we are to improve the health of Hispanics not only in rural isolated 
areas but also In the low-inccme urban areas of the Southwest, as has been 
pointed out very clearly in the IBJ School of Public Affairs report. 

A Special Iteport by the Center for Health A3ministration Studies, University of 
Chicago! 1978), funded fcy the Robert Wbod Johnson Foundation and the National 
Center for Health Services Research, l>;partment of Health, Education, and 
Vfelfare, provides arx added persjjective regarding accress to hnaalth care by 
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Hispanics. Itie report eniphasizes dimensions of access v^ich are: source, 
convenience, utilization, need, and satisfaction. Their study indicates that 
(a) there is a greater percentage of Qiicanos in the Southwest without a regular 
source of health care (17 percent) than even Southern rural Blacks (10 percent) 
and the general U.S. population (12 percent); (b) 35 percent do not have any 
form of health insurance, compared to 12 percent of the general U.S. population; 
(c) 35 percent of Chicanos in the Southwest did not even see a doctor in that 
year, ccnpared to 24 percent in the general population. study further shows 
that Chicanos greatly underutilize dental services; 69 percent did not see a 
dentist in that year, compared to 51 percent of the general population. More- 
over, a medical found that Chicanos in the Southwest see a doctor less often 
than estimated necessary compared with the general population. While these 
figures address the health conditions found in 1978, there are indications that 
these have not changed in the 1980's. 

The statistics on the status of the Chicano in tJie Southwest point out we are a 
people who work and remain poor; a people in great need for the quality of 
health care available and accessible to most Americans and little mcxiey to pur- 
chase it. But we remain convinced and steadfast that the only road for the 
future of our health needs can best be met through a concerted and unified 
effort in the promotion of the development of Chicano consumer-controlled orga- 
nized primary ambulatory systems of care. I will discuss with you what we con- 
sider to be the most important aspects of enbulatory care systems as well as the 
barriers and seme suggestions for the removal of those barriers which impede the 
development of Community Health Centers (CMHC), Migrant Health Centers (MHC), 
and Health Maintenance Organizations (HMO). 

The term "coiprehensive health services," as I use it, refers to a broad spec- 
trum of programs necessary to maintain a desirable quality of life, such as, but 
not limited to, medical, dental, and mental health; preventive and environmental 
health; and nursing and health education services. The intent of this approach 
is to promote serious concern and action in redesigning health service delivery 
systems to improve the quality of life of Hispanics. 

Hospitalization 

Comnunity Health Centers and Migrant Health Centers have no access to the 
in-patient dollar. Tlierefore, the patient of a center is forced to pay out of 
his/her pocket for the necessary in-patient services. This is a barrier v*iich 
reduces the capability of a center to provide quality comprehensive primary 
health care. It is in the best interest of the health care system that the 
in-patient dollar be in the hands of the organized ambulatory health setting, 
such as Ccmunity Health Centers and Migrant Health Centers. This control of 
the in-patient dollar would be similar to the Health Maintenance Organizations, 
a system which stresses preventive care and thus reduces the frequency of admis- 
sions and length of stay in hospitals. Karen Davis, writing in the Journal of 
Medical ESducation (January, 1977), states that: "Such centers have documented 
their cost effectiveness through improved health of patients and reduced hospi- 
talization." Savings generated through oost-containment efforts of such pro- 
grams should eventually be directed to address community health education needs 
and other preventive services. 
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If these orqanized systems of ambulatory health care are to be proven effective 
as a cost-containment mechanism, they must be developed with autonomy fron the 
in-patient system of care (hospitals) in this country. If they are not separate 
and are developed under the auspices of the in-patient system, run the risk 
of the in-patient system using these centers as "feeders" to ensure maximum 
occupancy rates. 

Tedinical Ass istance 

Much technical assistance is needed in the development of comprehensive health 
care systems if Hispanics are to achieve the level of competence and quality of 
service delivery that we seek. Barriers are twofold, in that the model of 
organized, integrated, comprehensive primary health care systems is new to the 
Nation and that there are few Hispanic groups that have the capability for 
developing such systems. 

Tlie need is great for technical assistance to Hispanic groups to develop our own 
system of care. It is inperative that tehcnical assistance centers be in place, 
such as the San Antonio-based Rio Grande Federation of Health Centers, and be 
given substantial resources to bring to full capacity the few organized systems 
now in place and, just as important, to assist Hispanics in the development and 
implementation of new systems, in both urban and rural areas, ihis technical 
assistance has not been forthcoming, despite the fact that all regional offices, 
through congressional and departmental mandate, have been at some time under- 
great pressure to develop rural and urban health initiatives. With inner city 
health initiative priorities, groups in the Hispanic rural communities have seen 
little on-site technical assistance. 

Areas of critical need to Hispanics requiring technical assistance are: 

1. Financial management 

2. Clinical management, i.e., quality assurance 

3. Management information systems 

4. Organization and development 

5. Board training 

6. Consumer health education and prevention 

7. Grant sraanship and program development 

Medicare and Medicaid 

It is interesting to note that while Medicare and Medicaid programs have been in 
part responsible for making financial access to health care a reality for many 
poor people, it seems that not all poor persons have the full benefit of these 
programs. At least that is the case in Texas and New Mexico. Medicaid, as 
administered by the States of Texas and New Mexico, recognizes only three cate- 
gories of persons eligible for benefits under this program. These categories 
are Aid to Families with Dependent Children, aid to the blind, and aid to the 
permanently and totally disabled. In fact, Texas prides itself in that it 
spends less on poor people than almost all other States and is given to great^^ 
amounts of rhetoric regarding the work ethic, for example, the "right to work" 
and providing incentives for working. By limiting the eligible population for 
Medicaid benefits to the above three categories, they may save a lot of money 
but they also severely ],imit the income options of poor people in Texas and 
New Mexico. There are great nunnbers of Chicano working poor in these States who 
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are economically disadvantaged and medically needy. By setting income criteria 
for the receipt of benefits of the Medicaid program, we could alleviate much of 
the financial burden due to medical expenses of many medically-needy people, 

Ihe State of Texas goes further in limiting Oiicanos' options regarding health 
care. While most other States do, Texas does not recognize reimbursement 
charges for any clinic services from ambulatory care or prepaid centers, ..hus 
restricting the development of our organized systems of ambulatory, primary 
health care. The State agency must be less restrictive in providing reimburse- 
ments if access and utilization by Hispanics are to increase. 

Medicare for the Chicano elderly vould work well if a sufficient number of 
doctors accepting Medicare assignments were accessible. However, there are 
still other barriers to proper health care for those who should benefit from 
Medicare provisions. For example, a doctor can assign a hospital bed to an 
infirm elderly person for use at home, but Medicare will not reimburse an 
assignment of special bedding for the prevention of bedsores until after the 
bedsores occur and the doctor orders the bedding. The patient suffers, but the 
system enriches itself at the patient's expense. There are other examples of 
contradictions, but the point is, Hispanic poor continue to suffer at the hands 
of a complex, often insensitive system. 

Regional Office 

Despite the significant attempts being made for the improvement of health care 
for Hispanics, the road ahead is rocky. There is a general feeling among 
Hispanic groups that this is one area in great need of improvement in order to 
initiate and implement changes that can improve the health care service delivery 
to Hispanics. This is based on the following: 

— A dearth of Hispanics i high-level positions within PHS 

~ Insensitivity of public agencies to Hispanic programmatic concerns 

— Lack of meaningful action by the Federal, regional. State, and local 
agencies in implementing mandates bo develop oonmunity-based health care 
centers. 

The formation of the South Texas Health Consumers Association was in direct 
response to the unwillingness of the established council of governments in our 
area to allow for an open and active participation by Chicanos. Though our 
application was favorably reviewed by the Area's 314 (b) agency and the Region's 
Objective Review Committee, we failed to get the designation. Wfe knew something 
had happened along the way, and we were intent on finding out. So we filed a 
suit in the Federal District Court, Southern Division of Ttexas. This suit is 
styled. South Texas Health Consumer Association vs. Floy d Norman, Joseph 
Calif ano, et. aTT ~ " * — 

We are alleging that the Regional Health Administrator (RHA) acted in an 
"arbitrary and capricious" manner in having awarded the designation to our rival 
group. We have found out that the RHA and his staff completely bypassed the 
recommendations made by the 314 (b) agency and the Objective Review Conmiteee. 
Our application was cited for three deficiencies; the rival group, with five. 
However, the major deficiencies were that we did not have the organized provider 
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support; they did not have low-incxjme and organized consumer support. In any 
event, it was our feeling then, as it is now, that the provider element would 
ultimately have had to join and work with whoever was designated. 

Vtien queried in a recent deposition about why HEW-PHS has set up an Objective 
Review CGmmittee, providing countless hours of staff assistance to that comnit- 
tee, giving it voting powers and procedures, and then sirnply ignores that com- 
mittee's advice, a regional officer responded that the committee's decision 
would be considered only if "everything else between coirpeting applicants is 
equal"; and then he went on to say, "It's only advisory, we make the final 
decision anyway." Vlien we asked the regional officer if the 314 (b) agency 
review meant anything or played into the region's decision, his respaivje was 
even more questionable. He responded by saying that, since there were several 
314 (b) agencies in that particular area, their reoonmendations offset each 
other. We reminded him that there was only one 314 (b) agency. Moreover, the 
Secretary's office had instructed the Regional Health Administrators, along with 
delegating the authority to select and designate applicants, to adhere to cer- 
tain procedures when faced with conflicting resolutions. Detailed memoranda 
must be submitted to the file which would explain the RHA's decision to ignore 
the recommendations of his Objective Review CJommittee, stating whatever extenu- 
ating circumstances, if any, required him to take such action. Neither our 
interrogatories nor seven recent depositions have produced such information. 

I don't mean to come here and try this case before you: first of all, I am not 
an attorney. But I do want you to have some familiarity with this case because 
it clearly demonstrates the barriers which Hispanics faced in attempts to make 
health services available and accessible. I think that you can understand the 
frustrations we must endure, the resources we must expend in litigaton, and the 
reasons v*iy we are disillusioned. 

In closing, I would like to leave you with a thought expressed by Franklin D. 
Rwsevelt in 1932 but which is still applicable today: 

"The country needs and, unless I mistake its tanper, the country 
demands bold, persistent experimentation. It is conrocxi sense to take 
a method and try it. If it fails, admit it frankly and try another. 
But above all, try something." 

And so, we must continue to pressure decisionmakers and program people to do 
"something," but try. 
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"Hispanic Cultural Factors in Drug, Alcohol Abuse and Mental Health" 

Bsteban L. Olmedo, Ph.D. 

American Psychological Association 



Hispanics constitute the second largest ethnic minority group in the 
United States and include persons of Mexican origin (Chicanos or Mexican 
Americans), Puerto Ricans, Cuban Americans, and persons of Central or South 
American origin. The 1980 census revealed that there were at the time at least 
14.6 million "persons of Spanish origin" living in the United States (U.S. 
Department of Commerce, 1981). This nunber reflects an increase of 61 percent 
over the figure of 9.1 million reported for 1970. Although this increase may be 
attributed in part to iniarovements in the 1980 census procedures, demographic 
trends indicate that the Hispanic population is growing faster than the general 
U.S. population, and some researchers estimate that Hispanics will become the 
largest minority group in the not-too-distant future (e.g., Macias, 1977). 

What is the mental health status of this large and rapidly growing population? 
Although it is difficult to answer this question directly, due to the lade of 
adequate epidemiological data for Hispanics, their plight as a population "at 
risk" has been well' docunen ted (Padilla & Ruiz, 1973; Padilla, Ruiz & Alvarez, 
1975). Perhaps one of the most oonprehensive assessments of the mental health 
status of Hispanics was provided by the President's Coninission on Mental Health 
(1978). Ihe Report of the Commission's Subpanel on Hispanics stated: 

"They (Hispanics) have been found to suffer the full impact of a 
'culture of povercy' to a much higher extent than the general popula- 
tion. Low income, unemployment, underemployment, undereducation, poor 
housing, prejudice and discrimination and cultural/linguistic barriers 
have been compounded by the low quality and quantity of mental health 
services available to Hispanics. This situation has perpetuated undue 
stress on Hispanic Americans and often results in severe deleterious 
consequences not only for the Hispanic population, but also for 
American society at large. Increased prevalence of substance abuse, 
alcoholism and juvenile delinguency are the most obvious exairples. 
Personal suffering and the extraordinary wiste of human resources are 
mare difficult to evaluate but are, nevertheless, equally inportant 
consequences to the social condition of Hispanics in the United States 
(pp. 905-906)." 

Other factors listed in the Report included the following facts: most Hispanics 
(84 percent) reside in the metropolitan areas, such as the central cities of 
Los Angeles, New York, and Chicago; Hispanics are the youngest of all ethnic 
groups, having a median age of 20.7 years; 80 percent report Spanish as their 
mother tongue; and 20 percent report difficulty with English. Other indicators 
of interest pertaining particularly to Hispanic children and families were 
sunmnarized by Olmedo (1981): 

"... Hispanic children are typically behind other students by two to 
three grades . . . only 30% complete high school. In urban areas . . . 
the dropout rate can be as high as 85%. In general, the school dropout 
rate for primnarily Spanish-speaking Hispanics is more than three times 
as high as the rate for primarily Ehglish-speaking Hispanic students. 
The cycle, as expected, is further manifested in the overall socioeco- 
nomic and occupational status of Hispanics. The median annual family 
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income in 1978 was $12,600 for Hispanics versus $17,600 for the 
general population. Among Hispanics, only 8% held jobs of a profes- 
sional or technical nature, as oonpared with 16% for non-Hispanics 
(pp. 1079-1080)." 

Similar findings concerning the educational and occupational status of Chicanos 
were revealed by the 1979 Chicano survey conducted by Arce (Institute for Social 
Research, 1982). The survey found that 66 percent of Chicanos in the southwest 
and midwest of the United States had "oornpleted less than 12 years of formal 
education, and 27 percent had fewer than 6 years of schooling . . . Nearly half 
(47 percent) of the Chicano households had family incomes of less than $10,000 
in 1978 (p. 8)." 

Although the foregoing discussion suggests a nunber of factors that place 
Hispanics at risk, there are no systematic data, national in scope, concerning 
the epidemiology of alcohol abuse, drug abuse, or mental health problems among 
this population. 

With respect to alcohol abuse and alcoholism, v*iat little information exists is 
usually indirect, local in nature, and based upon alcohol-related physical prob- 
lems revealed by autopsies, reports of alcohol abuse among Hispanics seeking 
mental health services, and records of drunk-driving arrests (Aloocer, 1977). 
Information of this nature has resulted in estimates that place the rate of 
alcoholian for the Hispanic population at approximately 10 percent, or between 
2.5 and 3.0 million (Garcia, 1976). Hall (1977) has also concluded from a 
critical review of the literature that alcohol abuse and alcoholian are greater 
among Hispanics than anong Anglos or the general population. This author has 
pointed out, ho*gever, that there are significant differences among the various 
Hispanic subgroups not only in terms of prevalence of drinking problems but also 
with respect to related cultural characteristics. 

The absence of systematic epidemiological data is also conspicuous with respect 
to other substance abuse. Nevertheless, some local studies indicate a higher 
prevalence of the problem among Hispanics than in the general U.S. population. 
Ebr example, Padilla, Padilla, Morales, Olmedo, and Ramirez (1979) found the 
prevalence of inhalant abuse among Chicano barrio youth to be 14 times greater 
than that reported for a national probability sample of the same age cohort. 
The same study reported the prevalence of marijuana use to be over twice of that 
reported for the national sample. 

With respect to the incidence and prevalence of mental illness ?mong Hispanics, 
the President's Commission on Mental Health Report (1978) noted several problems 
with available data. One of the problems is that the data are usually confined 
to individuals who have sought treatment at local public facilities. Another 
problem has to do with the lack of information concerning the validity and/or 
reliability of assessment, diagnostic, and classification procedures for the 
Hispanic populations. Nevertheless, the Report concluded that: 

"Sampling and measurement biases notwithstanding, the available data 
suggest epidemiological patterns among Hispanic groups v*iich are differ- 
ent from those of the Anglo population. For example, Mexican American 
patients have been found to exceed their expected frequency for inci- 
1. -^-2 of schizophrenia, major affective disorders, neuroses, behavior 
c vorders of childhood and adolescence, nonpsychotic organic brain 
syndronfes and mental retardation ... (p. 927)." 
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•nie foregoing introductory discussion has sketched out the significance and 
uniqueness of the Hispanic population in the U.S., as well as its special status 
vis-a-vis alcohol, drug abuse, and mental health problems. The remainder of 
this paper is devoted to (a) exploring some important issues in the utilization 
of services by Hispanics; (b) presenting a theoretical framevgork for the identi- 
fication and assessment of cultural variables; and (c) discussing some resultant 
implications for research, training, and service delivery as they pertain to 
Hispanics in the U.S. 

OTILIZATION OP SERVICES 

Although the socioeconomic status of Hispanics would suggest that they, as a 
group, are under greater psychological and emotional stress, they tend to under- 
utilize the mental health services that are available. Although utilization 
rates vary as a function of subgroup and geographic location, the data available 
indicate that Hispanics are often represented among recipients of services at 
rates that are 50 percent or less than their representation in the general popu- 
lation (Brandon, 1975; Kruger, 1974; President's Commission on Mental Health, 
1978). Hie fact that Hispanics receive mental health care of lower quantity 
and quality than other U.S. citizens has been extensively documented 
(Camayd-Freixas, 1982; Kamo & Bdgerton, 1969; Padilla & Ruiz, 1973; Padilla, 
Riiz & Alvarez, 1975; Padilla, Carlos & Keefe, 1976). Several hypotheses have 
been formulated to account for this enpirical finding: 

1 . Lower frequency and severity of mental illness due to cultural charac- 
teristics, such as the extended family system, which provide protection 
against emotional stresses (Jaco, 1959, 1960; Madsen, 1964). 

2. Utilization of curanderos ("faith" healers) and "folk" medicine instead 
of conventional psychotherapists (Creson, McKinley & Evans, 1969; 
Edgerton, Kamo & Fernandez, 1970; Garrison, 1975; Kiev, 1968; 
Lubchansky, Ergi & Stokes, 1970). 

3. Reliance upon relatives, conpadres , friends, physicians, and priests or 
ministers in dealing with emotional problems (Padilla & Ruiz, 1973; 
Padilla et al., 1975, 1976). 

4. Discouraging institutional policies, such as geographic isolation from 
centers where services are delivered, language barriers, class-bound 
values, and culture-bound values (Padilla & Ruiz, 1973; Padilla et al., 
1975, 1976). 

The first tvo hypotheses are now considered untenable on the basis of ©npirical 
findings (Padilla & Riiz, 1973; Padilla et al., 1975). The last two, however, 
have received considerable support (Kline, 1969; Miranda, Andujo, Caballero, 
Guerrero & Ramos, 1976; Padilla et al., 1976; Tbrrey, 1972). It should be 
emphasized that these two explanations are not mutually exclusive. In fact, it 
would seem quite reasonable that discouraging institutional policies could be 
responsible, at least in part, for increased reliance on alternative sources of 
help for emotional problems. 

Perhaps the most critical aspect of institutional policy that is detrimental 
to the Hispanic client pertains to basic differences between the client's 
cultural background and the culture emobodied in institutional personnel and 




policy, "fliis "cultural conflict" hai'. been shown to adversely affect diagnosis, 
treatment, and therapy outcome. 



Diagnosis . issues sensitive to cultural differences are involved here: 
(a) the use of projective and objective diagnostic instruments whose validity 
for Hispanics has not been established, and (b) what Padilla and Ruiz (1973) 
call the "inherent probability of professional mis judgment" (p. 19) on the part 
of the therapist when the client has a different cultural background. 

Witfi respect to the first issue, Padilla and Ruiz (1975) have indicated that 
although little research is available on personality assessment of Hispanics, 
the evidence suggests that they might differ in response patterning on the 
Rorschach and Thematic Appreciation Test (TAT), and that language problems may 
contaminate the interpretation of data from objective instrunents such as the 
California Psychology Inventory (CPI) and the Minnesota Multiphasic Personality 
Inventory (MMPI). in addition. Turner and Horn (1975) found that Mexican 
Americans showed distinctive patterns of responding to the Guilford-Zininerman 
Teni)erament Survey and the Kuder Occupational Interest Survey. The lack of data 
in this area suggests a pressing need to validate clinical diagnosis instruments 
for the Hispanic population (Olmedo, 1977). 

With respect to the second issue, Ttorrey (1972) illustrated the point by 
reporting a study in which 90 percent of Anglo psychiatric residents associated 
the phrase "hear voices" with the term "crazy," while the association was made 
by only 16 percent of the Mexican-American high school students. Potential 
diagnostic bias due to cultural conflict has also been discussed by Bloombaum, 
Yamamoto, and James (1968); Kline (1969); Marcos, Alpert, Urcuyo, and Kesselman 
(1973); and Padilla, Olmedo, and Loya (1982). 

Treatment . Ihere is substantial evidence indicating that the type and quality 
of treatment for Hispanics is inferior as a result of their cultural background. 
Yamamoto, James, and Palley (1968) conducted a study oonparing psychiatric care 
for Caucasians, Blacks, Mexican Americans, and Asians at the los Angeles County 
General Hospital Outpatient Clinic. The results indicated that Hispanics, when 
compared with Caucasian controls, were less often referred for individual or 
group psychotherapy and more likely to be referred to the "EVDllow-up Clinic to 
see a doctor and have drugs prescribed. In addition, they terminated sooner due 
to attrition or absence of recommendation for continued therapy. Similar 
findings have also been reported by Karno (1966). 

Another group of related studies dealing with social class (Lorion, 1973, 1974; 
Cobb, 1972) indicates that, due to cultural conflict between middle-class 
therapists and lower-class clients, whatever little treatment is provided to the 
latter may be totally inadequate. With this respect, Padilla et al. (1975), 
concluded: 

"First, race and social class of the therapist seem to affect the 
patient's response to treatment; and second, an effective and appro- 
priate 'solution' to the problem based upon middle-class values may be 
totally inappropriate and ineffective for a patient returning to his 
lower-class environment (p. 897)." 
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Since Hispanic clients are likely to cone from a lower-class environment 
(Padilla & Ruiz, 1973), it is apparent that in their case cultural differences 
and socioeconomic status jointly result in little treatment of inferior quality. 

Outoone. In view of the problems reviewed above pertaining to diagnosis and 
treatment, it is not surprising to find that a typical "therapeutic" outcome for 
Hispanics is premature termination of treatment (Camayd-Preixas, 1982; Miranda 
et al., 1976; Yamarooto et al., 1968). This constitutes prima facie evidence 
that psychotherapy, in general, results in a negative outoon» for Hispanic 
clients when the therapeutic encounter takes place under. conditions of cultural 
conflict (Abad, Ramos & Boyce, 1973; Kline, 1969; Ttorrey, 1972). 

Findings of this nature have resulted in the recent fomulation and implementa- 
tion of a limited nunber of culturally-relevant models of mental health service 
to the Hispanic population (see Padilla et al., 1975, for a description of these 
models; other successful approaches have been described by Casas, 1976; Herrera 
& Sanchez, 1976? and the President's Conmission on Mental Health, 1978). in 
general, these approaches attempt to improve mental health service delivery by 
reducing or eliminating sources of cultural conflict prevalent in traditional 
settings. This has been accomplished through specialized training of profes- 
sional and paraprofessional staff, utilization of bilingual/bicultural person- 
nel, development of family-oriented group psychotherapies, and the establishment 
of barrio service centers (Padilla et al., 1975). 



A THEORETICAL FRAMEWORK FOR THE IDENTIFICATION AND ASSEMENT 

OF CULTURAL \fl^RIABLES 

A common shortcoming of studies investigating the relationship of cultural vari- 
ables to mental health has been the failure to properly oonsir cr the issue of 
variability within the Hispanic population. Typically, culture has been opera- 
tionally defined in terms of ethnic group membership, largely ignoring intra- 
group variance. There is substantial literature, however, indicating that 
Hispanics are not a homogeneous cultural group (Murillo, 1976; Olmedo, 1979; 
Padilla & Ruiz, 1973 ; Raiiirez & Castaneda, 1974). Within this context, 
Hispanic-Anglo dichotomies are of limited value in understanding the role of 
cultural background in mental health. More useful, instead, are definitions of 
acculturation thiat reflect the degree to v^ich Hispanics share various sociocul- 
tural characteristics of the mainstream group. Quantitative measures of this 
process could then provide a more appropriate basis for establishing the rele- 
vance of culture to Hispanic mental health (Olmedo; J.L. Martinez, Jr.? & S. R. 
Martinez, 1978). 

There are few studies that have attempted to relate quantitatively-defined 
acculturation to mental health issues. Miranda et al. (1976) found that female 
Mexican Americans who remained in therapy for a minimum of five sessions showed 
significantly higher acculturation than those who terminated therapy prema- 
turely. Vftarren, Olmedo, and Go (1976) found that more-acculturated 
Mexican Americans showed more positive attitudes toward professional counseling 
and psychotherapy than less-acculturated Mexican Americans. This relationship 
held true regardless of sex or age. Another interesting finding of this study 
was that highly-acculturated Mexican-American females exhibited more manifest 
anxiety than Mexican-American females scoring low in acculturation and 
Mexican-American males with either high or low acculturation. 
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Although the aforementioned stuaies suggested that acculturation may be a most 
important variable pertaining to the mental health of Hispanic individuals, 
neither investigation used a measure of acculturation with known fundamental 
psychonetric properties such as validity, reliability, and normative standards. 
Tto the best knowledge of this author, few studies of this type have been con- 
ducted using such a measure. This is a most significant area of Hispanic mental 
health in which little scientific evidence is available. 

The direct relevance of this issue to psychotherapy with Hispanic clients has 
been well stated by Casas (1976): 

"Though orphasis has been given to the in?»rtance of positive recogni- 
tion and use of the person's culture ... the therapist is cautioned 
against overreacting to general cultural attributes and inaccurately 
assuming that all Spanish-speaking individuals are alike. One cannot 
assume that if a therapy approach works for one it will work for all. 
Making such an erroneous assunption may result in the perpetuation of 
inadequate therapy for the individual in question as well as the 
population in general (p. 65)." 

Some recent developments in the theory and measurement of acculturation have, I 
believe, important implications for the proper identification and assesanent of 
cultural variables. These developments concern attempts to research cultural 
differences (or similarities) within the scope of a comprehensive theoretical 
framework that focuses on the status of the individual vis-a-vis multiple 
cultural dimensiois. 

The theoretical frameowrk has been presented in detail elsewhere (Olmedo, 1979, 
1980? Olmedo & Martinez, 1978; Padilla, 1980) but will be briefly sunomarized 
here. In essence, acculturation is conceptualized as a complex process which is 
multidimensional in nature. Some dimensions may be correlated with eadi other, 
while others may be orthogonal. By the use of psychometric procedures, quanti- 
tative indicators (or scales) can be developed for each of the hypothesized 
dimensions. On the basis of scores on these scales, individuals of various 
cultural groups or subgroups can be placed on a cultural continuun or in a 
cultural space. If a single dimension is assessed, then a si»-qle-scale score 
places the individual on a continuum whose opposite poles are e fined by the 
cultures in contact. If multiple dimensions are assessed, then it is possible 
to locate the individual in a Euclidian cultural space defined by dimensions 
which represent variability arong the cultures in contact. 

As would be expected, different investigators have used different items or vari- 
ables in constructing scales designed to tap various dimensions of accultura- 
tion. These variables, however, can be classified in terms of three major 
categories: (a) linguistic, (b) psychological, and (c) sociocultural (Olmedo, 
1979). Most acculturation measures include items designed to assess language 
characteristics, such as, for example, proficiency, preference and/or use of 
Spanish versus English (Cuellar, Harris & Jasso, 1980; Olmedo & Padilla, 1978; 
Padilla, 1980; Szapocznik, Scopetta, Kurtines & Arnalde, 1978). Psychological 
items are designed to assess "ethnic identity" as manifested by cultural values, 
attitudes, or behaviors that can be identified with different cultural groups 
(Clark, Kaufman & Pierce, 1976; Padilla, 1980; Pierce, Clark & Kiefer, 1972; 
Ramirez, Castaneda & Harold, 1974; Szapocznik et al., 1978). The third category 
of items is sociocultural in nature and includes demographic characteristics 
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such as socioeconomic status and mobility, family size and structure, degree of 
urbanization, etc. (Berry & Annis, 1974; Mercer, 1976; Olmedo et al., 1978). 

Beyond differences in the types of items used, acculturation measures have been 
developed using various procedures for item selection and validation, items may 
be selected on the basis of how well they discriminate between cultural groups, 
or constructed to tap hypothesized acculturation or ethnic identity factors. In 
terms of validation strategies, acculturation scales have been correlated with 
ethnic group membership, number of years in the U.S., and generation of respon- 
dent. In addition, the construct validity of some measures has been established 
by factor analytic procedures (Olmedo, 1979; Padilla, 1980). 

What are the empirical findings that bear upon the theoretical framework and 
associated operational procedures described above? Olmedo (1979) smroarized the 
main results of psychometrically-oriented research on acculturation. Essen- 
tially, the results indicated that acculturation is a multidimensional construct 
that can be reliably and validly measured. In terms of reliability , 
factorial ly-derived measures have been shown to be internally consistent with 
alpha oooefficients between .90 and .98 for linguistic, behavioral and sociocul- 
tural scales, and alpha coefficients between .76 and .86 for attitudinal and 
value orientation scales. Acculturation measures also tend to be stable over 
time, as indicated by test-retest reliability coefficients ranging between .84 
and .96 over 2-4 weeks. In terms of criterion-related validity , acculturation 
measures have been found to yield correlations between~'.1b6 and .85 with ethnic 
group membership, between .54 and .83 with generation, and .61 with number of 
years in the U.S. (Olmedo et al., 1978; Olmedo, 1979; Padilla, 1980; Szapocznik 
et al., 1978). Concurrent validity studies have also been encouraging, showing 
correlations betWEjen .76 and .81 among various measures developed independently 
by several investigators (see, for example, Cuellar et al., 1980). 

With respect to the multidimensionality of acculturation, Olmedo (1979) has 
noted that factor-analytic studies conducted by independent investigators and 
involving various Hispanic, Asian, and Anglo groups tend to suggest the 
existence of at least three major or global dimensions of acculturation. Hie 
first dimension is defined primarily by linguistic variables and knowledge of 
"cultural-specific" traditions, customs, and preferences. This dimension has 
been labeled "Cultural Awareness" (Padilla, 1980), "Acculturative Balance" 
(Clark et al. , 1976), "Behavioral Acculturation" (Szapocznik et al., 1978), and 
"Nationality-Language" (Olmedo et al., 1978). A second dimension, which has 
been labeled "Ethnic Loyalty" (Padilla, 1980), "Traditional Orientation" (Clark 
et al., 1976) and "Value Acculturation" (Szapocznik et al. , 1978), seems to be 
defined in terms of how much individuals identify diemselves with their original 
culture and actually adhere to customs and traditions particularly as they 
pertain to the family. A third dimension, labeled "SES," emerges in 
factor-analytic studies that include sociocultural variables (Mercer, 1976; 
Olmedo et al., 1978), and reflects educational level and occupational status of 
the respondent or the respondent's household. Hiese dimensions are generally 
independent of each other or only moderately correlated. For example, Olmedo 
et al. (1978) have reported a correlation of .21 between SES and 
Nationality-Language, and Padilla (1980) has reported a correlation of .37 
between the factors of Cultural Awareness and Ethnic Loyalty. 
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IMPLICATIONS FOR RESEARCH, TOAINING, AND SERVICE DELIVERS 



Probably the first cxjinprehensive review of the Hispanic mental health literature 
was conducted b^f Padilla and Ruiz (1973). These authors provided a critical 
assessment of the some 500 articles and books that constituted the literature at 
the time. Seme conmon deficiencies were the prevalence of poor methodology and 
data analysis, the abundance of stereotypic interpretations of Hispanic 
cultures, and the lack of programmatic research and replicability of findings. 
Since then, the research and literature in the field have greatly expanded. Por 
exanple, a recent bibliography (Newton, Olmedo & Padilla, 1982) contains over 
2,000 citations. The quality of the research, however, continues to be in need 
of improvement. The President's Comnission on Mental Health (1978) provided the 
following assessment of research in the field: 

"Typically, research with Hispanics has involved a qualitative defini- 
tion of culture in terms of group membership (Mexican American, 
Puerto Rican, Cuban, etc.). Subjects are then asked to coinplete a 
task, a questionnaire, or a battery of psychological tests. Sometimes 
their performance is compared with that of other ethnic groups, 
especially the majority group. The results are then generalized to 
the entire ethnic group under caisideration. In those rare instances 
where the research design is explicitly sensitive to intragroup 
heterogeneity, the variables most often manipulated have been genera- 
tion of respondent, age, sex, language proficiency and/or preference, 
and geographic residency. Finally, coi^rative studies have typically 
used univariate approaches in whidi cultural differences are assessed 
by means of a single variable or, at best, a very limited set of vari- 
ables. Ihe implications of differences on other variables, whidi may 
or may not be interrelated, is not investigated in a systematic 
fashion. Furthermore, the cross-cultural validity of measurement 
instruments is rarely tested (p. 920)." 

Recent acculturation research, as described above, suggests that the extent and 
complexity of cultural differences among Hispanics fteriously limit the heuristic 
value and validity of group-oriented generalizations. A more useful framework 
is provided by examining the status of individual Hispanics vis-a-vis levels and 
kinds of acculturation. Vfe are now in a position to go beyond the search for a 
single model of research, training, or service delivery for Hispanics. All 
indications are that the process of acculturation is much more complex than 
anticipated, and that paradigms based on Anglo-Hi spenic dichotomies do not 
provide an adequate basis for incorporating the "cultural variable" in research, 
training, or service delivery (Cuellar et al., 1980? Kranau, Green & 
Valencia-Vfeber, 1982? Padilla et al. , 1982; Szapoczrdk & Kurtines, 1980). 

It also appears that research on individual acculturation will be conducive to a 
better understanding of "cultural differences" in scores from personality and 
clinical assessment instriments. Por example, an exploratory study of the rela- 
tionship of f actor i ally-derived acculturation dimensions to MMPI scores of Anglo 
and Chicano college students has yielded some interesting preliminary findings 
(Padilla et al. , 1982). Canonical correlation analyses have resulted in two 
orthogonal sets of significantly related canonical variates. In the first set, 
the "acculturation" dimension was defined by linguistic and generational varia- 
bles and the "clinical" dimension was defined by the L, Hs and Mf scales. Later 
generation, English-speaking individuals tended to score higher on the Mf scale 
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and lower on the I. and Hs scales. Conversely, earlier generation, 
Spanish-speaking individuals tended to score higher on the L and Hs scales and 
lower on the Mf scLle. With respect to the second set of canonical variates, 
the "acculturation" dimension was defined by socioeconomic status and the dvxjree 
of "potency" ascribed to the concept "male." The clinical dimension was defined 
by the L, K, and Bd scales. Higher SES individuals who ascribed less potency to 
the oonept "male" tended to score higher on the L and K scales and lower on the 
Pd scale. Conversely, lower SES individuals who ascribed more potency to the 
concept "male" tended to score lower on the L and K scales and higher on the Pd 
scale. These preliminary findings, although obviously in need of 
cross-validation, are in general agreement with what might be expected on the 
basis of previous findings concerning Anglo-Chicano as well as socioeconomic 
status differences in MMPI scores (Lachar, 1974; Plemons, 1977; Reilley & 
Knight, 1970). 

With respect to Hispanic alcohol abuse and alcoholism, Madsen (1964) found that 
the a^ringado alcoholic (i.e., the acculturated Mexican-American alcoholic) 
experiences value conflicts from loss of identity and community. Additionally, 
Pearson (1964) reported that nonacculturated Chicanos have significantly higher 
rates of rehabilitation from alcoholism than do acculturated Chicanos. Graves 
(1967) found that nonacculturated Hispanics internalize familiar and religious 
controls which result in lower rates of alcoholism; thus, as the influence of 
family and church begins to break down through acculturation, the incidence of 
alcoholism increases. Recent research, however, has shown that, at least with 
respect to Hispanic adolescents, prediction of alcohol use and abuse from cul- 
tural and background variables is complex, with the latter accounting for only 
12 percent to 22 percent of the variance in the former (Estrada, Rabow & Watts, 
1982; Padilla et al., 1979). 

In terms of drug abuse and mental health issues, Szapocznik and associates 
(Szapocznik & Kurtines, 1980; Szapocznik, Scopetta & King, 1978) have conducted 
extensive research on the complex relationships involving acculturation, bicul- 
turaliam, psychological adjustment, and drug abuse. On the basis of their find- 
ings, they have developed a psychosocial model of acculturation for research and 
service delivery targeted to the Cuban-American popxilation. Ihey have found 
that the developrent of marked intergenerational differences in behavioral 
acculturation are critical to the etiology of family disruption among Cuban 
immigrants and the subsequent atergence of behavioral disorders among the young, 
such as drug abuse and antisocial behavior. These findings have led to the 
development of "Ecological Structural Family Therapy" techniques successful in 
the treatment of acculturation-related dysfunctions. The process is aimed at 
restoring the familial lineal system of functioning and promoting the 
reapproachment between the alienated parent or ^oarents and the problem 
youngster. 

Finally, recent acculturation research suggests some important inplications for 
training models designed to prepare professionals and paraprofessionals who will 
provide services to Hispanics. Many practitioners, including Hispanics, have 
found that the acculturating pressures encountered throughout their formal 
training have resulted in significant conflicts in cultural identity and subse- 
quent alienation from their respective ethnic communities. A study by Lopez 
(1977) provided some interesting enpirical evidence bearing on this issue. The 
study consisted of a survey of Chicano and Anglo mental health service providers 
(psychiatrists, psychologists, and social workers) which assessed the presence 
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of cultural stereotypes in clinical judgment. The results indicated that the 
sampled clinicians held various stereotypic notions about Chicanos which are 
empirically unfounded. For example, they j dged Chicanos to be less aggressive, 
less independent, less leadership-oriented and more submissive than Anglos. 
Also, they considered Chicanos to be wore emotional, spiritually-oriented and 
superstitious, but less practical and punctual than Anglos. The interesting 
aspect of Lopez's findings is that clinicians held ttiese stereotypes regardless 
of their own ethnic background and experience. Judgment by Chicano bilingual 
therapists were just as stereotypical as those by Anglo monolingual therapists. 
In other words, a Spanish surname does not a culturally-sensitive clinician 
make! 

It appears then that therapist dimensions of acculturation zni ethnic identity 
are iirportant parameters in need of further research. In particular, we need to 
know how these parameters are affected by current formal training programs, and 
what the coipsequences are vis-a-vis the future effectiveness of professionals 
for providing services to their ethnic oorrmunities. The commonly-made assump- 
tion that matching client and therapist in terms of ethnicity resolves the 
problem of cultural barriers should be critically examined in light of recent 
findings. 

Simnary a n d Conclusions . Hispanic Americans constitute a significant and 
rdpidly-gr'jwing ethnic minority in our Nation. There are a nimber of stress 
indicators which place Hispanics, as a group, "at risk" with respect to alcohol- 
ism, drug abuse, and mental health problems. Although little systematic epidem- 
iological data exist at the national level, local studies suggest that the 
prevalence of these problems is higher among Hispanics than among the general 
U.S. population. Nevertheless, they underutilize the services available, par- 
ticularly when these services are not provided within a cultural context 
congruent with Hispanic heritage. 

Anglo-Hispanic comparisons are useful at the descriptive level, for they suggest 
the presence of "cultural differences" that may require differential approaches 
to research, training, and service delivery. However, I have shown that the 
remarkable cultural heterogeneity that exists among Hispanics seriously limits 
the explanatory value of between-group oompariscxiSa In additicxi, it also cur- 
tails the heuristic import of these comparisons vis-a-vis aM>lied implications 
for the field of alcoholism, drug abuse, and mental health. 

Recent theoretical developments and empirical findings in the study of individ- 
ual acculturation confirm the magnitude and complexity of cultural variability 
within contemporary American society in general, and among Hispanics in particu- 
lar, these developments also suggest that in order to increase 0(jr understand- 
ing of the role of the "cultural variable" in alcoholism, drug abuse, and mental 
health among Hispanics, we must look beyond ethnic group membership. More 
promising to the developpnent and implementation of culturally-sensitive training 
models and service delivery systems is an approach based on the careful assess- 
ment of individual differences in acculturation, assimilation and ethnic iden- 
tity. The evidence I have presented suggests that such an assessment should 
occur within the context of a multidimensional conceptual framework which takes 
into account linguistic, psychological, and aociocultural factors as well as 
their conplex interactions. 
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"Toward a More Fruitful Interaction Between the Hispanic Coranunity and the 

National Institutes of Health" 

L. Gabriel Navar, Ph.D. 

University of Alabama at Birmingham 



Wie main objectives of this presentation are to identify the barriers and sug- 
gest means by which the National Institutes of Health (NIH) can (a) increase the 
participation of Hispanics in health-related biomedical research, and 
(b) increase the benefits derived by Hispanics from the activities and research 
of the National Institutes of Heulth. 

It is difficult to decide on the best aqpproadi to initiate a dialogue in this 
area, since the issues evoke strong anotional reactions. An approach that may 
be more productive involves the discussion of the raticmale for selecting the 
c^jectives of this presentation and the identification of specific activities of 
importance to the health status of Hispanics that oould be supported by the 
various components of the National Institutes of Health. 

Some of you are probably asking ^y a member of the faculty of the University of 
Alabama at Birmingham is making this type of presentation on this particular 
occasion, assuming that we know little about the health status and relevant 
research issues to Hispanics. If I am so concerned about the plight of 
Hispanics and its relationship to biomedical research, why am I not associated 
with another institution that could have a greater iirpact on Hispanic health 
issues? Some comments about myself might be in order to illustrate the typical 
career developnnent pattern of most Hispanics in the health-related sciences and 
yA\y 1 was asked to make this presentation. 

It might be worthwhile to review the circuitous and indirect path that finally 
led me to iry present career dioice and positioi. In my earlier years in 
El Paso, Texas, I had little contact with anything related to science or medi- 
cine. I cannot remember a relative or family friend who was involved in any 
type of scientific endeavor or who knew anything about health-related research 
or health-related policies. To most of us, Washington, D.C. was a far and 
distant place where people we neither knew nor influenced made the laws by 
which we had to live. I became interested in agriculture simply because my 
father was involved in farming. However, for some reason I seemed to enjoy my 
high school science and mathsnatics courses. I did plan to go on to college and 
to study agriculture or enter scane field associated with agriculture. Etollowing 
m/ father's advice, I decided to enter veterinary school, an acceptable profes- 
sion to me due to its association with agriculture and because it vould allow me 
to pursue in more depth my scientific interests. It was only after two years in 
veterinary school that I recognized my preference for the rigorous bianedical 
courses, such as physiology, pharmacology, microbiology, and neurobiology. I 
finally decided to pursue a career in scientific research. Since physiology was 
my favorite course, I investigated graduate schools with strong physiology pro- 
grams. After having the c^)portunitY to study under Dr. Guytcm at the University 
of Mississippi, Jackson, Mississi^i, I developed an interest in renal 
physiology and the role of the kidney in the regulation of body fluid volumes. 



My background actually is not typical of an average Mexican American from the 
southwestern portion of the U.S. If it had been more typical, I simply might 
not have entered a career in science. Ihe lack of role models and serious 
economic disadvantages vAiidti create severe personal hardship do not lead to 
conditions favorable to becoming interested in a scientific career, "fliose 
Mexican Americans have entered a career in biomedical research have done it 
indirectly; for most, the attrition rate is very high. 

There are several types of problems that prevent the participation of underrep- 
resented minority groups in scientific research. Seme problems are related to 
philosophical issues; others, to the economic conditions which these groups 
face; and still others, to the many environmental problems encountered, includ- 
ing the absence of role models and discrimination. 

The philosophical issues quite often evoke a great deal of controversy and 
emotion. This is particularly true among many members of the scientific ccmnun- 
ity, **io rationalize their rather myopic view through the belief that good 
science is good science no matter who does it and that it should be supported 
strictly on the basis of how good that science is judged by them to be. We 
fully recognize that many of our colleagues are disturbed to think that agencies 
such as the National Institutes of Health would "deteriorate" or "corrupt" if 
other than the criterion of "excellence" in science would be used in their 
activities. As long as there are major endeavors of great national significance 
from which the participation of a substantial portion of the population is 
excluded, for whatever reason, we are doing an injustice not only to the 
excluded but collectively to ourselves. When a group of people develops an 
attitude that differentiates between groups v*iidi have power, money and influ- 
ence, and who represent the law and decisionmakers, from those are power- 
less, there will be resentment, animosity and misunderstanding. Discussion of 
the "US" versus "IHEM" syndrome is often neglected in the scientific community; 
and, in my opinion, it must be discussed, for it is central to the resolution of 
many of our problems in the field. 

The second type of problems is related to the economic disadvantages and hard- 
ships that often lead to a nonstimulating environment. This type of problems is 
discussed more often and more overtly and in all probablility applies uniformly 
to most minority groups, including Hispanics. Even in this country, where there 
is general abundance, those v^o are brought up in areas of considerable economic 
deprivation have a negligible chance of overocxning their environment and becom- 
ing successful in a career of science ancl/or biomedical research. I strongly 
believe that this is the single major reason for the snail pool of Hispanic 
college students able to enter careers in the health sciences and allied health 
professions. The academic foundations which as well provide certain skills to 
succeed in college and master the science courses, the supports and recourses 
required to enter these professions, are more often than not unavailable to 
minorities. 

The third critical factor that detetmines success in any field is the all impor- 
tant availability of role models with vHiich Hispanics can identify. In the 
situation with Hispanic students it is much lOre complex thian with the Blacks, 
simply because there are a substantial nunber of colleges and universities, 
which have a high Black student population as well as substantial numbers of 
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Black faculty and acbninistrators, that are dedicated to the education of Blacks. 
The Blade student can identic with the college president and the msmbers of the 
board, who are also Black. Oi the other hand, the Puerto Rican student in 
New York and the Chicano student in Dallas know that, while there are some 
Hispanic students in the particular college or university where they are 
students, there are only an occasional faculty member, a rare science faculty 
member, and no administrators with whom they can relate and identify. 

Without role mcxJels, it is very difficult to motivate young people to enter the 
various professions. There is only a handful of native-born Hispanic American 
scientists, and they are scattered throughout the four comers of the 
United States. I should emphasize that quite often the Hispanic scientist is 
not in the institution of choice. Vfe have to take positicms where the best 
opportunities for scientific and professional development are offered. However, 
there is a general belief that Hispanic American scientists are not aggressively 
recruited by institutions where they could have the greatest influence. Many of 
us have felt certain subtle influences whidi make it more difficult for a 
Hispanic scientist to join prestigious institutions that are located in areas 
v*iere there are significant nunbers of Hispanics. If indeed this is true, then 
this is a serious problem and should be oorrected. 

I should enphasize that I en not suggesting that all Hispanic scientists should 
vork only at institutions where there is a large nunnber of Hispanic students. 
But it does seem that such instituticxis should be eager to enploy more 
Hispanics. My personal experience has led me to believe that at present most 
institutions which have a hi^ enrollment of Hispanic students, or which are 
located in areas where there is a substantial Hispanic pc^xilati(»i, are not 
making a serious effort to increase the nunber of Hispanic faculty members. 
Furthermore, I feel that this is particularly true in institutions that have 
health-related schools. Unfortunately, those few individuals who are hired 
often find themselves in a position v^id) handles the activities of the office 
of minority student affairs. While this is an important task, Hispanic scien- 
tists want to be included in the mainstream activities of their institutions. 

Hispanic Americans have a unique problem because they remain geographically 
scattered. In addition, there are many different groups, so that any potential 
influence that could be exerted simply by total numbers becomos so diluted as to 
be almost insignificant. How can we really expect the Chicanes, with population 
centers in the Southwest and with the mother country just across the Rio Grande, 
to identify with the problems of the mainland Puerto Ricans centralized in 
New York, or of the Cubans located mostly in Florida? Furthermore, how can you 
explain to the individual with a South American bac)^round, who immigrated to 
the United States as a mature adult, an already recognized scientist, the prob- 
lem of growing up in an environment that continually reminds and often ridicules 
you because of your background and heritage? Vfe must also recognize that the 
inclusion of such Spanish-surnam',<a scientists with the Hispanic statistics 
simply covers up the fact that the educational system in our country has pro- 
duced a mere handful of Hispanic American scientists. We have brought th^ from 
other countries, but we have not produced them. Wa must recognize that 
Hispanics sinply do not fall into one neat category, and different ^^proaches 
must be developed to deal with this diversity. 
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It is clear that there is much that should and must be done? it seems essential 
that special efforts be made to inform members of the Hispanic communities of 
the many opportunities that are available for careers in the health-related 
sciences and to let them know that their contributions are desired, needed, and, 
in fact, expected. As I see it, it is our duty and responsibility, not our 
pleasure, to increase the participation of minorities in the mainstream activi- 
ties of the scientific arena. We must continue to emphasize this point, and 
hope that we can raise the sensitivity of enough individuals with influence and 
a willngness to help. In particular, we need to reach those individuals in 
"middle management" v*o are often responsible for the implementation of pro- 
grams. Unless they appreciate the significance of these programs, they will be 
less willing to exert their maximun effort in iniplementing them. If people view 
the minority assistance programs as simply being politically expedient and 
something that we just have to learn to live with, rather than being indicative 
of a fundamental commitment, then these programs will be viewed primarily as a 
separate effort that can best be handled by keeping them out of the mainstream 
activities. 

I would like to say a few words about possible actions to improve the situation 
that I have bjeen describing. I believe that one of our inmediate goals should 
be to do everything possible to increase the number of individuals in the health 
sciences can relate to Hispanics. Ihese individuals should have a maximun 
degree of visibility and exposure so that they can become role nodels. Further- 
more, if we are going to increase the opportunities for people from disad- 
vantaged and economically deprived areas to enter the health- -elated profes- 
sions) it is vital that programs which reach the youngsters while they are still 
in their formative years be developed. Vfe will not be successful if we continue 
to wait until young people are in college and then encourage and motivate them 
to choose careers in bionedical science; it is too late then and the successes 
will be mininal. If during their crucial years such youngsters can associate 
with and be exposed to members of the scientific oomnunity, the pool of poten- 
tial minority health professionals could be increased. I recognize that this is 
truly a monumental task which can only be achieved in stages and over several 
generations. However, at the very least, we should attempt to encourage science 
teachers to dedicate themselves to teaching science under the most difficult 
circunstances. It would be beneficial to develop programs that provide assis- 
tance to science teachers and to teachers of the teachers. If these science 
teachers could associate with those invovled in health-related disciplines, they 
in turn could become links to the students. 

A critical factor for the success of strategies to attract Hispanics to the 
health-related professions is the expeditious training of Hispanic science 
teachers. Hie early and rapid training of greater nunnbers of Hispanic science 
teachers becomes a critical objective to be achieved with expedience. If young 
Hispanics do not choose science as a career, then there will not be role models; 
and the vicious cycle will continue unless some effective and aggressive program 
is inplemented whicii can increase by a significant amount the number of 
Hispanics who are entering careers related to the biomedical sciences. 

Hie question today is, "What can NIH do now and in the immediate future to 
contribute in breaking this vicious cycle?" VJhat is the best approach by which 
NIH can contribute fo further the solution of the specific dilemmas faced by 
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Hispanics? We should rwt disregard the efforts which are currently being made 
toward the overall goal of increasing the nunbers of science personnel from 
underrepresented minority groups. These programs are to be oonmended and highly 
regarded. Those programs with which I m most familiar and which I feel deserve 
i^cial mention are: 

1. The Minority Biomedical Support Program run by the Division of Research 
Resources, 

2. The Minority Access to Research Careers Program under the auspices of the 
National Institute of General Medical Sciences, and 

3. The Minority Hypertension Research Development Summer Program initiated by 
the National Heart, Lung, and Blood Institute. 

These targeted programs have the goals of increasing the number of minority 
investigators in areas of relevance to the birroedical sciences, and of further 
developing the potential of available investigators. These efforts, while com- 
mendable, should only be regarded as the beginning of a serious attenpt to 
increase participation of Hispanic Americans in health-related scien'^s. 

It might be helpful to consider at this point a few specific ways by which NIH 
could contribute to the resolution of some of the problems that I have delin- 
eated. Jihat can be done that has not or is not being done? Let's focus on a 
few questions that might serve as major discussion points. 

Aside from the special programs vihich have been mentioned previously, an effort 
should be made to include a reasonable nisnber of the Hispanic scientists in the 
mainstream activities of the NIH. For example, Hispanics should be recruited to 
positions v*iere they can participate in various aspects of policy design and 
decision. If this is not happening, an analogy could be made to the medical 
school which has a single minority faculty member on its staff, whose duty is to 
be in charge of the affirmative action office, or the office of minority stu- 
dents. Greater efforts should be made to include Hispanics in positions which 
cut across various disciplines. Such efforts would allow Hispanics to exert a 
greater influence in the mainstream activities of the NIH. 

Efforts should be made to identify and create a pool of notable Hispanic scien- 
tists to be appointed to study sections, review groups, advisory committees, or 
as consultants. This is necessary in order to demonstrate that there is in fact 
a sincere effort to weave the participation of minority scientists into the 
general fabric of NIH. It must be recognized that minority scientists usually 
are not associated with the highly prestigious institutions and do not always 
have the influential connections to reach those who decide on appointee!^ to the 
above-mentioned internal groups and committees. Minority scientists are not 
acquainted with the NIH "system," and less, how to use it for their professional 
advantage or how to make it change to benefit their own excluded population 
group. There is general agreonent that productive minority scientists are often 
kept at "arm's length" from the mainstream activities of NIH. This situation is 
similar to that encountered at university levels where administrators avoid 
giving positions of administrative authority to minority faculty, unless these 
positions are related to minority affairs. 
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Workshops 

1 . Hispanic Health Manpower Developnent 

Discussants: Pedro J. Lecca, Ph,D, 
Miguel A. Medina, Ph.D. 
Francisco Velasquez 

The main objective of this workshop was to identify programs and resources in 
the public health service that address the underrepresentation of Hispanics in 
the allied health professions, and to make recommendations and suggestions that 
would enhance Federal support for these programs. The vorkshop discussants 
emphasized the need to train health practitioners servicing Hispanic populations 
with a thorough understanding and sensitivity to the linguistic and sociocul- 
tural characteristics of these populations. 

The workshop discussants assessed prograro strategies for recruiting Hispanics to 
enter the health professions. Such strategies as health fairs and career days, 
educational counseling, academic tutoring, teaching study skills, financial aid 
information, suniner support programs, and the use of role models were cited as 
being effective vAien properly planned and inplemented. Another inportant 
strategy for increasing the pool of Hispanic health professionals is early 
academic preparation and motivation, since many students drop out due to 
inadequate counseling and lack motivation in the middle school years. 

It was noted that a bureaucratic obstacle in allocating resources to various 
Hispanic programs is the lack of adequate data base, often resulting in an 
undercount of Hispanics which adversely affects the allocation process when it 
is based on population proportions. The urgent need to increase Hispanic health 
manpower takes on additional significance as the nimber of Hispanics in the 
United States increases. 

The Bakke decision was seen as an obstacle to minority manpower developotent 
because of the court's middle-of-the-road position which encourages reverse 
discrimination suits. 

In the Southwest, in particular, Hispanics are faced with an insufficient supply 
of medical doctors and dentists. The problem is one of shortage in the rural 
areas and maldistribution in the urban areas. In South Texas, for example, the 
majority of the counties are designated medically underserved areas. The mal- 
distribution problem is prevalent in urban areas, such as San Antonio where over 
50 percent of medical doctors practice within two census tracts. The primary 
care practitioner to population ratio in Texas County has been approximately 
1 ,400:1 for a nuonber of years. Moreover, nearly 50 percent of the county's 
census tracts where the majority of Chicanes and Blacks reside have been 
recommended as critical health manpower shortage areas. 

A major area of concern is the lack of trained Hispanic health administrators to 
manage and operate the various health systems and the corresponding health 
initiatives that have been introduced in the last few years. Too often the 
health centers serving Hispanics have been developed and administered by nurses 
and social workers who become self-trained administrators, a situation which can 
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create problems in management as well as in service delivery. For example, at 
one point, the Southwest Migrant Association in m Antonio, Texas, was forced 
to interrupt services at a most critical time, that is, v*ien migrants were 
returnir/j from the northern agricultural fields because of some mismanagement 
problems. Instead of addressing the management problem, PHS appeared to be 
favoring the renoval of the program and placing it under the auspices of other 
local agencies, none of which had any history of administering migrant health 
programs. Thus, the vital element in the development of community-based health 
centers, which ensures direct participation in the implementation and in the 
decisionmaking process by the major users of the services, was jeopardized. On 
the other hand, an excellent exanple of positive effects of consumer involvement 
is Su Clinica Familiar , a health center in the Rio Grande Valley of Texas, 
directed by a board of directors consisting of a majority of migrants, which has 
successfully administered over $2.5 million in grants and which has over 35,000 
registered lov^-income residents v*io utilize approximately 90,000 medical 
encounters. 

With the expansion of new health centers in rural and urban areas some failures 
will be experienced due to the lack of a pool of Hispanic health administrators 
from which the centers can draw upon. The PHS's Bureau of Conmunity Health 
Services (BCHS), which has been charged with the development of these new health 
centers, and the Bureau of Health Manpower should vork closely together to 
assure that failures such as have been mentioned will be avoided. BCHS could go 
one step further either by allowing trained health administrators to join the 
National Health Service Corps or by offering scholarships to individuals who are 
interested in health administration careers. Ttiese individuals could be placed 
in the now devel(^ing health centers. 

2. Utilization and Access to Health Care 

Discussants: Rosemarie Diaz 

Francisco Velasquez 

The workshop participants, upon review of the available socioeconomic data on 
Hispanics, concluded that the various Hispanic populations are not utilizing 
health care services; for exanple: 

— Low income makes less money available to purchase adequate medical 
services. 

— Lack of formal education leads to reduced awareness and utilization of 
available health care services. 

— Crowded and inadequate housing and lack of basic services such as water 
and treated sewers result in greater exposure to communicable diseases. 

Lack of bilingual personnel, insensitivity and/or lack of knowledge of the 
various cultural health care practices and beliefs have been traditionally used 
to focus and define the barriers to the use of health care services by 
Hispanics. While one cannot deny that these factors continue to play a vital 
role in the nonutilization of health services by Hispanics, the participantis 
began by examining the reasons why they are considered barriers. 
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It is unlikely, as well as unrealistic, to think that the dominant society will 
become bilingual. It has always been expected that Hispanics learn and speak 
English if they are to survive in the United States. The fact remains, however, 
that one Hispanic adult in three is illiterate in English and perhaps one in ten 
is unable to speak the language for economic viability. 

A person who speaks little or no English encounters a myriad of forms needed to 
"establish eligibility of njed," and the situation is compounded by intimate 
questioning by insensitive and often officious agency workers. Tliis is a 
demeaning experience which places people at the mercy of agency personnel and 
discourages people from applying for help until they are desperate. 

The appropriate ciuestion to pose at this point is: Why do the health care pro- 
viders continue to expect more tram the people they service than from them- 
selves? The attitudinal barriers established by those v*io dictate what is best 
for the people cannot and should not go unchallenged. The individuals who have 
those attitudes cannot and should not be allowed to think that because they have 
made it others who do not are seen as inferior. 

For too long, the Hispanic consumer has had to accept what others thought best 
for them. Health planners must guard carefully against dignifying these atti- 
tudes and deciding separate and apart from the consumer whether they are sick in 
mind or spirit. 

Those v^o are either in decisionmaking positions or work for agencies of the 
Public Health Service were urged to assume an aggressive role in eliminating 
some of the barriers and attitudes that for so long have permeated the health 
care systan and which inpact Hispanic populations so negatively. 

During the turbulent 1960's, when many Hispanics first became involved in the 
iirprovement of the health care movement, they were perceived as agitators and 
militants. These perceptions were somewhat correct, since it was a time to be 
either angry, hostile, intimidating, demanding or even violent to get the atten- 
tion of the decisionmakers. Those were the ground rules then which seemed 
appropriate and served to promote and facilitate many needed inprovements in 
health care service delivery for the poor and the medically indigent. 

More than a decade has passed since then. Health care challenges and issues of 
old renain and new ones have emerged. The need for change and inprovenent in 
the health care delivery system is greater than ever because the health needs of 
the Hispanic continue to be unmet. And most important of all, the ground rules 
for affecting change and the accom-viying roles which worked then have quietly 
fallen by the wayside, and new strategies for change need to be identified and 
tested. 

Moreover, oarmunity-based boards of directors are beginning to enter the busi- 
ness wDrld, and grass-roots people are becoming responsible for administering 
hundreds of thousands of dollars. Some of these programs have met with ujiquali- 
fied success because input from the people being served is key. People having 
control about what affects them, in a policymaking role rather than an advisory 
role, are more likely to use those services. 



One of the fundamental concepts on which primary health care rests is that the 
coranunity itself must take a principal role in health care activities. Full 
involvement in planning, operation, delivery, and control is imperative for suc- 
cess. It is vital that the real health needs of a given ccmrnunity be under- 
stood, and that the confidence and active support of the people beinq served be 
secured. Providers must remain as accountable to the consumer served as to the 
funding source. 

Hispanics must have a say about what affects them in a policymaking rather than 
in an advisory role. The workshop members were convinced that any agency, ser- 
vice, or program cannot be successful in a Hispanic conrounity if the providers 
are not willing to deliver their serve at the people's level in a meaningful 
way. 

Today, more than ever, government departments must continue to reinforce their 
caranitment to consuners by providing them with an opportunity to participate on 
decisiormaking boards j the focal point of planning should be on the integration 
of services at the regional level. Help is needed to provide ongoing training 
programs to Hispanics rather than on a "crisis" approach. Bilingual materials, 
filnc in Spanish, with themes related to the Hispanic experience should be 
developed. 

It is a fallacy to believe that policies affecting the health care to Hispanics 
can be developed three to four thousand miles away and applied uniformly across 
the Nation. Rather, policies must take into account regional differences as 
well as cultural, linguistic, and socioeconomic factors. 

It is a myth that all Hispanics have the same needs and concerns. While we may 
be bound by the language, some cultural and ethnic characteristics, as well as 
some historical contexts, often our foods, value systems, priorities, and even 
life styles, are different; it follows that needs too are different. Hispanic 
representation in policymaking positions must reflect those needs and 
differences. 

No one agency, service, or program can be successful in a Hispanic oomnunity if 
the providers are not willing to provide those services ac the level and manner 
which are culturally relevant and sensitive to the various needs of that com- 
munity. Assimilation is not the key to acceptance. For example, in some parts 
of the country, among Chicanes specifically, tortillas are part of daily life. 
The best tortilla makers say that the best tortillas are made with lard, a 
saturated fat. How are nutritionists going to convince these thousands of vomen 
that a polyunsaturated vegetable oil would be better? Many of them would not 
even know what the nutritionists are talking about, let alone change a custom 
that has been handed down for generations. Acculturation is the greatest: threat 
to the Hispanic culture. 

Providing dollars is not enough. Hispanics need all types of resources, and 
this includes providing services to the undocumented person or, as most conmonly 
referred to, the "illegial alien." For too long, the attitude has been assumed 
that if we ignore the problem, maybe it will go away. It should be obvious that 
the problem has not gone away. 
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Vtorkshop mentoers felt that the need for technical assistance for the Hispanic 
conmunity is great and necessary if Hispanics are to achieve the level of coniae- 
tence and quality in health care delivery which is sought. The concept of orga- 
nized, integrated, conprehensive, primary health care systems is new to the 
Nation, and the fact is that there are few Hispanic groups that have the 
in-house capability of developing such systems. The need, therefore, is great 
for providing technical assistance to Hispanic groups so that they can develop 
and manage their own systems of health care. Specifically, some of the criti- 
cally important areas identified by the workshop and which deserve technical 
assistance are: financial management, management information systems, board 
training, consumer health education and prevention, and grantsmanship and 
program development. 

Lade of sufficient and appropriate funding may ultimately result in the termina- 
tion of some of the most viable and successful programs emerging Jrom PHS. The 
inconsistency in the use of funding formulas and changes frci". year to year, at 
times not applicable in some areas, the lack of tangible monitoring procedures, 
and mixed messages of intent create many more problems for those atteiroting to 
provide adequate health care to Hispanic populations. 

The vorkshop participants conclude that, while much remains to be done for the 
health care needs of the Hispanic people, it has been clearly demonstrated that 
the problems affecting the use of health care by the Hispanic conmunity can be 
overcome through mutual cooperation, sensitivity to the needs of the Hispanics, 
and the active involvement by the Hispanic oomnnunity in the destiny of its 
health care system. 

3. Research Related to Hispanic Health Status 

Discussants: Esteban L. Olmedo, Ph.D. 

L. Grabriel Navar, Ph.D. 

The vorkshop participants expressed great concern for the small pool of 
Hispanic researchers in the various fields of health. Some of the Public Health 
Service (PHS) programs to train minority scientists, such as the National 
Institutes of Health (NIH), Biomedical Support Program (MBS), and the Minority 
Access to Research Careers Program (MARC), were discussed. While an intricate 
function of these programs is to reach out to minorities, they have not been too 
successful in terms of recruiting Hispanic students in proportion to their nm- 
bers in the population. Training of researchers goes beyond reaching-out pro- 
grams and financial assistance. It is a profession that requires many rein- 
forcements, support systems, role models, and strong undergraduate and graduate 
programs that place emphasis on the research activities, as vgell as concern to 
increase the knowledge base which will help undertand the health needs of 
Hispanics. Vbrkshop participants agreed that full participation of Hispanics in 
the biomedical research field will oome only when they have become equal partic- 
ipants and contributors to mainstream activities of the health agencies and 
society at large. Hispanic Americans are restricted by disadvantages associ- 
ated with economic hardship and a nonchallenging environment. Students must be 
reached early if they are to be motivated toward science and research careers. 
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Instances were cited by the workshop participants where the literature on 
research findings related to Hispanics perpetuate negative stereo^es. 
CSenerally, studies have described various values, attitudes, and behaviors 
related to socioeconondc conditions that perpetuate problems. Such literature 
cannot be generalized to all Hispanic groups, as they do not describe accurately 
existing conditions, nor do they promote understanding of Hispanic health needs 
or practices per se. 

Even though we recognize that Health and Human Services now includes items which 
will identify Hispanics on most survey instriments, there is still a lack of 
adequate, meaningful, reliable data on the health status and needs of Hispanics. 

Ihe research activities of the National Center for Health Statistics are 
designed for the collection of data on the total United States population. IXie 
to the small nunber of Hispanic responses, we find severe constraints which 
result in the lack of specific data on their health status. 

The National Center for Health Statistics ajnA other agencies which are -'.n the 
research arena should provide special grants to seek out data on Hispanics. 
These grants must be administered and/or inclutfe strong input by Hispanics to 
ensure reliable results that will be responsive to their identified needs, 
avoiding stereotype myths and cultural/linguistic barriers. 

•Ihe present research ignores the societal structural conditions imposed by the 
Anglo, dominant society, which attempts to condition the life patterns of 
Hispanics. 

4. The Health Planning Process 

Discussant: Arturo Raya, Ph.D. 

Federal health planning was described as particularly controversial aiiong 
Hispanics because of their disproportionate low rate of participation and the 
possible consequences to the individual and the oornmunity of such activity. 

Ihe status of health planning was examined by focusing on barriers to participa- 
tion and factors affecting the ability of Hispanics to benefit from services 
provided by the health care system in this country. Given that little has been 
written before on this topic, a review of the general, literature and studies on 
health and Hispanics was presented and specific factors affecting participation 
through fJie planning process were identified. 

\hile safeguards exist to ensure meaningful involvement in the planning, devel- 
opment, and delivery of services by this population group, guidelines and regu- 
lations are not always observed by agencies and institutions. Negative conse- 
quences can be significant to a large segment of the Nation's populr.tion who 
depend on the recipients of Federal grants, like health planning agoncies, 
private and public hospitals, and outpatient facilities, to satisfy ^Jlelr health 
needs. 

Attempts to correct inadequacies and injustices in the planning and delivery of 
health services as it relates to the Hispanic population have had limited 
success. The Federal Government has not promoted action plans aggressively and 
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has not monitored cjompliance issues in a ooniprehensive way. Reform is needed to 
address adequately the special problems of Hispanic Americans. Planning, devel- 
opment, delivery, and related activities must be conducted in the way most 
appropriate to Hispanic Americans, who comprise the second largest minority 
group in this Nation. 

The enactment of the National Health Planning and Resource Development Act of 
1974 provided Hispanics a renewsd hope and an avenue for meaningful participa- 
tion in the important area of health planning. Heretofore, the absence of 
Hispanics in the health planning process had resulted in a barrier inpeding the 
progranimatic responses v*iich might have increased our utilization of existing 
services. p,L. 94-464 offers very positive implications which should lead to 
the development of service systems responsive to the real needs of Hispanics. 

The South Ttexas Health Consianers Association's involv&rtent with the two HSA's in 
South Texas, for example, has produced good results. The Association has been 
instrumental in securing significant input into the planning processes developed 
by Canino Real. As the only organized health consumer group in the State, the 
Association is well regarded and respected by the local planners. In fact, the 
Association oosponsored with the HSA 14 health consumer planning seminars within 
the area. Further, the Association has responded with concrete suggestions, 
most of which have been accepted, endorsed, and incorporated into the 5-year 
Health Systems P.Un and the Annual Implementation Plan of the Camino Real HSA. 

Issues raised in this vorkshop included the inadequate Hispanic participation in 
health planning, and the many regulations of the Federal Government which pre- 
vent meaningful involvement. Although the social ^uid cultural differences of 
Hispanics are clear, and how they should be taken into account seems fairly 
obvious, other factors intervene v*iich make the process very difficult. 

A general feeling was expressed that the increasing specificity and rigidity of 
regulations tend to exert a sophisticated form of discrimination directed 
against those individuals and groups unaccustomed to dealing with such 
processes. 

The plight of Hispanics was defined as a combination of cultural factors and the 
problems of the poor. It is difficult to achieve involvement in health planning 
by poor populations who have neither the time nor the knowledge to become 
meaningfully engaged in planning. 

Additional discussion focused on some of the major problems of working through 
the health planning system to address the problems of Hispanics. 



5. Hispanic Health Statistics 

Discussant: Carlos Vallbona, M.D. 

This wDrkshop devoted time to the discussion of the relationship between 
Hispanic health needs and health research activities with emphasis on the 
serious gaps which exist on health statistics and research on Hispanics. 
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Hie workshop participants identified three major types of statistics and 
research needs related to Hispanic populations. Altho'jgh progress is being 
made, inadequacies in each of these areas constrain the development and imple- 
mentation of realistic policies and programs to protect and improve the health 
status of Hispanics. 

There is inadequate basic descriptive data on Hispanic health status informa- 
tion, attitudes, behavior, and health care service utilization. The term 
"Hispanic" serves as a label for a variety of subgroups with a variety of needs, 
and little data exists on differences in the health needs of Mexican, Cuban, 
Puerto Rican, Spanish, and other Hispanic American subgroups. There is some 
national sample data, but no figures are available for each subgroup. The 
National Cente.: for Health Statistics (NCHS) is considering whether estimates on 
subgroup cha^acterists can be developed by combining data from several years of 
survey data, but final reports on this proposal are not available. 

Efforts to secure Hispanic data from birth and death certificates were dis- 
cussed. While States are responsible for collecting vital statistics, only 
about half of the States have done so, and litle attention has been focused on 
improving data collection efforts on minority groups at the State level. 

Hiere is a dearth of research on the eff ctiveness of different srategies for 
promoting and inproving the health status of Hispanics. the role of hws 
nursing, health education, and the irnpact of bilingual health personnel were 
specifically mentioned as subjects for research, as was the need for the study 
of the roles that religious attitudes and beliefs in folk medicine play in 
meeting the health needs of these population groups. 

A third area of concern involved manpower development issues, ^cial interest 
was expressed in developing effective strategies to recruit Hispanics into the 
various health professions and the need for role models and health 
leader/advocates within the Hispanic communities, as well as the need to 
identify the special concerns that impact Hispanic health vorkers in the areas 
of health education and cost containment. 

Workshop participants emphasized the point that research and data collection 
should be guided by sound conceptual and theoretical framwworks. One key 
theoretical question concerns the relative inpact of economic factors, as 
opposed to cultural ones, on Hispanic health status, health problems and their 
resolution. Although the possible influence of culture (for instance, religious 
attitirfes and beliefs in folk medicine within some Hicpanic groups) was not dis- 
counted, the impact of poverty was generally regarded as dominant. It is quite 
possible that the health status of upper- and middle-income Hispanics differs 
little from their Anglo counterparts, whereas lower-income Hispanics appear to 
suffer health problems with particular intensity. 
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RECGMMENCATIONS 

1. Health statistics 

2. Health Manpower 

3. Health Planning 

4. Health Care Utilization 

5. Health Research 

6. Comnunity and Migrant 
Health Centers 



RECOMMENDATIONS CN SPECIFIC HEALTH PROGRAM NEEDS 



1. Health Statistics 

Collect Hispanic group specific data and conduct enpirical research to use 
in setting goals and programs that have a positive inpact upon the health 
problems of the Hispanic community. 

Develop strategies for the dissemination of the statfistical and research 
data obtainer' \y/ the National Center for Health Statistics (NCHS) and the 
National Center for Health Services Researcn (NCHSR) . 

Establish a Hispanic Advisory Council for the NCHS and NCHSR. Such a 
council would be an important source of information to guide program 
priorities. 

Strengthen affirmative action programs and encourage them to hire Hispanic 
staff. 



2. Health Manpower 

Ensure that guidelines and plans to implement health manpower programs 
address the Hispanic healtii manpower developnent needs. 

Use special projects and incentive grants to promote admission of Hispanic 
students to educational institutions and to explore new ways to identify 
minority applicants with potential to enter and complete a health 
professional career. 

Address legislatively the need to give priority to minority students enter- 
ing the health care field. Provide rewards to encourage institutions to 
participate actively in this effort. 

Use appropriate special project support to prepare students to relate to 
patients from different cultures and backgrounds. 

States receiving Federal funds should require an accountability by age, sex, 
and race. 

Encourage and pressure educati(»ial institutions with allied health 
profession programs into developing strong affirmative action programs. 

Encourage the use of Hispanic role models, especially at the undergraduate 
level. Identify also nonminority role nodels who have acquired the neces- 
sary sensitivity and who have in many cases learned to speak the language. 

Beginning /ith the ninth grade, support programs to expose disadvantaged 
minorities and students to scientific and health careers. Other programs in 
the Office of Education, such as Head Start and Upward Bound, could be used 
to complement these efforts. 
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Encjourage science teachers and counselors to increase their effectiveness in 
notivating and preparing Hispanic students, sponsoring visiting scientists 
to speak to high school students, increasing the visibility of Hispanic 
scientists, and highlighting biomedical science as a career option for 
Hi.spanic Americans. Make a concerted ei.fort to draw more U.S.-born 
Hispanics into biomedical science and to provide the full range of options 
for training and further professional development. 



3, Health Planning 

Ttie Department of Health and Human Services (DHHS) should develop a 
well-defined policy regarding the health needs of Hispanic Americans and 
assign a high priority to health planning, resource development, and 
research for S^ish-speaking conrounities across the country. Health plan- 
ning mechanisms should be encouraged and allowed to focus their resources 
mere specifically on Hispanics and otlier eoonomivcally disadvantaged 
peculation groups. 

The continuing and pervasive problems of overly restrictive regulations in 
the health delivery systems should be examined to determine their negative 
impact on the poor. 

Wie Federal Government must rectify the underrepresentatiom of Hispanics on 
boards, task forces, and advisory bodies of Federal agencies sudh as the 
National institutes of Health (NIM), the Alcohol, brug Abuse, and Mental 
Health Administration (ADAMHA), ana the National Center for Ftealth 
Statistics (NCHS). 

Itie involvement of consumers in the health planning process should be 
facilitated tJiroogh responsive trainir,g and reimbursement policies. 

The overly rigid distinctiwis between pijviders and oonsimers used by the 
Health Services Administration (USA) to appoint public bodies must be 
corrected. 



^ • Health Care Utilization 

DHHS should develop an effective ooordinative mechanism to eliminate frag- 
mentation arid duplication of healch programs affecting Hispanic Americans, 
and direct Federal health agency administrators and Regional Health 
Mministrators to expedite in<*.egration of services and to monitor agency 
programs' and grantee organiiiaticais' eff?»ctiveness with regard to the 
Spanish -speaking ccrnmunities. 

DHHS should establish an effective mechanism to maintain contin<Jous dialogue 
v^ith the Hispanic community to assure awareness and understanding of exist- 
ing and anticipated needs. 

Health programs in area£ with a high Hispanic population should be designed 
according to the existing need^ and with the involvement of the pqoulation. 
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Technical assistance must be provided to Hispanic groups so that they can 
"evelop and manage their own systems of care. 

Health services must be delivered in a meaningful way at the people's 
cultural and linguistic level. 

Special attention must be given to prevention activities among Hispanic 
Americans due to the fact that unfavorable socioeconomic conditions 
experienced by these groups make them a high-risk population. 



5. Health Research 

DHHS should develop systematic procedures for the collection, retrieval, and 
analysis of information and data on the health status and needs of Hispanic 
Americans; establish a task force as soon as possible to identify defini- 
tional and methodological problems? and prepare a plan to gather the 
necessary data. 

Existing health research centers should be made accessible to Hipnanics and 
be incluSed in the studies conducted by such centers. 

Efforts should be made to explC'?-e the opportunities for establishing new 
research centers in areas with arge identifiable populations of Hispanic 
Americans to increase the benefits that Hispanics derive from research 
activities. 

A ^cial effort should be made to convey information to Hispanic Americans 
resulting from research conducted in unique settings, as for instance in 
Central and South America. 

Continuing support should be given to existing NIH and Federal minority pco- 
grams to further their success in preparing larger nunbers of undergraduate 
students for doctoral training in the biomedical sciences. 



^* Commun ity and Migrant Health Centers 

Support the concept and the future development of Community Health Centers 
(CHC) and Migrant Health Centers (MHC) for the Chicanes in the Southwest 
with consideration of the following factors: 

— That they be community-based and consumer-controlled ("consumer" 
meaning users or potential 'jsers of the services of the center). 

— That they provide a set of comprehensive primary health services A'th 
the necessary support services, such as health education, transpoc ca- 
tion, social services, mental health services, home health services, 
nutrition, dietary and outreach services. 

— That adequate facilities be provided in the defined or determined 
services area, and that the delivery* of services out of houses and 
substandard facilities be prevented. 
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That adequate equipment be made available to help health centers that 
do not get approval from tlie Region to buy equipnent to provide 
in-house services (i.e., laboratory) and must purchase the services 
outside the center at a higher cost per service. 

Uiat (a) Waivers for Certificate of Need be removed from the political 
and medical profession influence, v^ich is usually opposed to changing 
the method of delivery of health service from the fee for services to 
consimer-controlled systems of care? (b) the high cost of attorney's 
fees and consultants to obtain a Certificate of Need be eliminated? 
and (c) the long process to get a Certificate of Need be shortened. 

•Hiat technical assistance be provided by organizations such as 
Federations of Health Centers or regional or national associations 
only if they have input from the recipients of the technical 
assistance. 

That priority be given to the expansion of CHC's and MHC's presently 
in operation as opposed to creating new ones. 

Hiat centers be allowed to develop the capability bo provide 
in-patient services, thus providing the CHC and/or MHC with incentives 
to control in-patient care and leading to cost containment and control 
of the inflation rate of the health industry. 

That maternal and child health, family planning, aiJolescent health, 
iirproved pregnancy outcome, immunization, smd mentail. health services 
be included in the CHC and MHC benefits package to make the services 
of these centers more oonprehensive. 

That the CHC and MHC be allowed, at the discretion of the center, to 
convert to a prepaid mechanism of health care reimbursement. 

Hiat, in order to prevent duplication of services, monies be provided 
to inter-city initiatives for the presently established CHC's and 
MHC's and not local governments v*iere CHC's and MHC's exist. 

That these centers be developed with the conmitment anci understanding 
that will become a majc- delivery system of primary health service. 

•Hiat these centers be located in the areas accessible to the residence 
of the users. 

That a sensitive Regional Health administrator, v*io is enpathetic to 
the CHC and MHC concept and who will provide leadership, direction, 
and resources to ttie future development of these systems, be 
appointed. 
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